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CESAREAN SECTION 


ANALYSIS OF 12‘, RATE AT McLEOD INFIRMARY® 


Row.anp Zeic.er, M. D., F.A.C.S., James Owen, M. D., 
AND 
KENNETH LAWRENCE, M. D. 
Florence, S. C. 


he cesarean section rate at the McLeod 
T Infirmary has been consistently high and 
tar above the national average for sev- 

eral years. In an honest endeavor to satisfy 
ourselves that we are not doing unnecessary 
sections, and to perhaps appease the in- 
evitable tongue-in-cheek attitude of casual but 
critical observers, we have reviewed the cases 
of the past three years and present a detailed 


audit of the sections for the year 1953. 


Sufficient cases have been done to be statis- 
tically significant, and some of the results of 
the analysis may be of interest. 
MATERIAL 

In the period from January 1, 1951 thru De- 
cember 31, 1953, there were 2,974 deliveries 
at the McLeod Infirmary. There were 353 
cesarean sections in this period, or a percent- 
age rate of 11.9%. 

257 (73% ) of the patients were private 
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cases, and 96 (27%. ) charity cases. 

310 (88%) of the cesarean sections were 
done by the Obstetrical Department, and 43 
(12% ) by the Surgical Departments. 

TYPE OF OPERATION 

Low cervical cesarean section 
Classical cesarean section 
Cesarean hysterectomy (total) 
Abdominal pregnancy 

he low cervical cesarean section is being 
utilized more each year. In 1953, 89° of all 
sections were of the low cervical type. 

The 13 cesarean hysterectomies were done 
for the following reasons: 

Procidentia 

Abruptio-placenta with Couvelaire uterus 
Ruptured uterus 

Repeated post-partum hemorrhages 
Carcinoma in situ of cervix 

Previous cesarean section and multiple fibroids 
Severe chronic cervicitis and multiparity 

Collins,’ Williams,?2 and others have stated 
that if the reproductive functions must be de- 
stroyed because of a chronic or progressive 
disease, the uterus should be removed. 
Hysterectomy had previously been recom- 
mended or seemed inevitable in all of the 
group of seven cases noted above. Cesarean 
hysterectomy formerly was performed only as 


a matter of necessity, but in recent years the 


practice of hysterectomy at the time of 
cesarean has been more often a procedure of 
election, and with broadening indications. 
Satisfactory post-operative course and follow- 
up are noted as important considerations in 
assessing whether this trend is good or other- 
wise. The incidence seems to vary at various 
clinics depending on experience, attitude and 
religious philosophy rather than worth of pro- 
cedure. The cesarean hysterectomy incidence 
varies from 1.1{ at Margaret Hague to 8 and 
9% at Chicago Lying-In and the University of 
Rochester. In certain patients perhaps this 
operation should be done more often than sec- 
tion with sterilization by tubal ligation. Since 
cesarean hysterectomy seems to be equally as 
safe as the low cervical operation, it would 
seem logical to broaden our indications. This 
relatively easy and safe operation controls 
intrauterine infection, eliminates danger of 
post-partum bleeding from placental site, re- 
moves intrinsic pathology of the uterus, and 
accomplishes positive prevention of further 
pregnancy. It is a satisfaction, too, that re- 
habilitation of these types of patients has been 


accomplished with a minimum of time lost 
from family responsibilities and with minimal 
hospital expense. Few of these patients could 
have readily arranged additional pelvic sur- 
gery. Tubal interruption assures menstrual 
flow but leaves a potentially dangerous organ. 
According to Williams? and his associates at 
Vanderbilt, at least 31% of these patients will 
have pelvic disorders within ten years and ex- 
cessive uterine bleeding can be expected in 
more than three times the ordinary rate of 
cases. Whenever hysterectomy is indicated at 
the time of cesarean section, total cesarean 
hysterectomy can and should be done. 
INDICATION FOR CESAREAN SECTION 
(1951-1953 ) 
Previous cesarean section 134 39% 
Previous hysterotomy 4 
Hemorrhage 58 16% 
Premature separation of placenta 33 
Placenta previa 25 
Cephalo-pelvic disproportion 64 
With test of labor 30 
Without test of labor 34 
Abnormal presentation 11 3u% 
Transverse 8 
Face (all had test of labor) 3 
Toxemia of pregnancy ‘ 3% 
(1 eclampsia, 1 chronic hypertensive 
disease ) 
Prolapse of cord 
Breech disproportion 
Cervical dystocia 
Elderly ida 
Tumor dystocia (fibroids ) 
Uterine inertia 
Severe cervicitis with multiparity 
(All had total cesarean hysterectomy ) 
Miscellaneous li 5.1% 
17 Miscellaneous indications for cesarean section 
(1951-1953): 
Carcinoma in situ of cervix l 
Diabetes mellitus 
Psychoneurosis (patient also had ventral hernia 
and need for sterilization ) 
Abdominal pregnancy 
Adnexal mass 
Ruptured uterus 
Congestive heart failure 
Complete vaginal septum and borderline pelvis 
Spina bifida with hip deformity 
Interlocked twins (test of labor ) 
Bilateral metastatic carcinoma of lungs 
Increasing Rh titer (previous erythroblastosis ) 
Idiocy with deformed hip 
History of two previous 8% months stillbirths 
from difficult deliveries 1 
Severe vulval varicosities 1 
1 
] 


18% 


2.7% 

1.5% 
5.1% 
1.8% 
18% 
2.1% 


Uterine procidentia 
Historv of recurrent post-partum hemorrhages 
Table #2 shows how the 1953 indications for 


cesarean section at the McLeod Infirmary com- 
pare with those of 1951 and 1952, and with 
three other hospitals. The relatively high figure 
for hemorrhage is due to the fact that con- 
servative therapy in abruptio-placentae, as ad- 
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COMPARISON OF INDICATIONS FOR CESARIAN SECTION 
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Repeat Section 


32% 


31% 


46.1% 


36% 


CephalowPelvic Disproportion 


29% 


15.5% 


12% 


4¥ emorrha ge 10% 


12.5% 


12% 


Abnormal Presentation 


6% 7% 


Toxemia 7% 


he 5% 


Elderly Prinirravida 


2.7% 1.6% 


TABLE 2 


vocated by Bartholomew? and Irving,* is not 
generally practiced by members of the staff. 
This is partly a result of limited supplies in 
the blood bank. Probably in the cephalo-pelvic 
disproportion group are some few cases, which 
others might classify under uterine inertia. 

In the repeat cesarean group, which com- 
prises well over one third of all the cesarean 
sections, and in 1953, almost one _ half 
(45.5% ), it is interesting to note that almost 
half of these patients (46.39% ) had their first 
section done elsewhere. 

1953 CESAREAN SECTION AUDIT, 
THE McLEOD INFIRMARY 

There were 119 cesarean sections done in 
997 total deliveries in 1953 to make percentage 
rate of 12.1. 

There were 102 multigravida and 17 primi- 
gravida, though 27 were nulliparous. 

71 patients (60% ) came from towns in 
which there were hospitals. 

91 patients (76% ) were referred from other 
physicians. 

106 sections (8 

type. 


% ) were of the low cervical 


ANESTHESIA 

Sodium pentothal and 
cyclopropane 102 
Spinal 9 (7.5%) 
Cyclopropane 8 (6.5% ) 
In the past 15 years, there has been a 
marked trend from general to regional anes- 
thesia. This is especially true for cesarean sec- 
tions. We have not taken full advantages of 
this because of the lack of a medical anes- 
thesiologist. In spite of our high percentage 
of general anesthesia, there were no serious 


(86% ) 


complications that could be attributed to the 
anesthesia. We feel that this hinges upon close 
cooperation between anesthetist and surgeon, 
complete preparation of patient and draping 
of operative field before induction, the skill of 
the anesthetist, rapid delivery of the baby, im- 
mediate use of aspiration on the baby, and im- 
mediate availability of resuscitative equip- 
ment. At present we are favoring the oxygen 
Rockette. Our average time in delivering the 
baby after anesthesia is started is 4 to 5 
minutes. In no case should it exceed 12 
minutes. 


TABLE 3 
54 REPEAT CESAREAN SECTIONS 
(45.5% ) 1953 


29 had first section at The McLeod Infirmary aon 
25 had first section done elsewhere 

Original 

Section at Original 
The McLeod Section 

Infirmary elsewhere 
Cephalo-Pelvic disproportion 18 
Placenta previa 3 
Premature separation 
Toxemia 
Elderly primigravida 
Prolapsed cor 
Extensive vaginal repair 
Previous difficult labor ] 
Rheumatic fever 1 
Abnormal presentation l 
Rh sensitization 1 
Unknown 13 

There were 3 fetal deaths in repeat sections— 
2 stillborn, erythroblastotic. 
1 congenital polycystic kidneys. 


Hemorrhage was the indication for 14 sec- 
tions. All 5 of the placenta praevias occurred 
in multipara over 30 yrs. of age, and 4 were 
central in location. 8 of 9 premature separa- 
tions of the normally implanted placenta oc- 
curred in multipara, and this group showed 
the highest fetal loss. 


Indications for 
original cesarean 
section 


— 
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Of 14 sections done for cephalo-pelvic dis- 
proportion, 10 had tests of labor and 10 had 
pelvic X-ray studies. Two patients of this group 
were dwarfed, one a 42 year old primigravida, 
and one a 39 year old nulliparous grav. III. 

Eight sections were done for abnormal 
presentation, 5 of which were transverse lie. 
There were 3 face presentations (all had tests 
of labor) of which 2 were posterior chin. One 
of these occurred in the presenting twin of a 
multiple pregnancy with a borderline pelvis. 
One twin expired 10 days later of congenital 
atresia of the ileum. 

Five sections were done for pre-eclampsia; 
3 had unfavorable cervices for induction and 
2 had unsuccessful attempts at induction. All 
babies lived. 

All babies survived in the 5 sections done 
for prolapse of the cord in labor. This makes 
a strong argument for sterile vaginal examina- 
tions rather than rectal. It is doubtful that 
these prolapsed cords could have been de- 
tected early enough for 100% fetal salvage 
otherwise. 

Two sections were done in elderly primi- 
gravida and 3 for breech disproportion (x-ray 
verification ) with no fetal loss. 

Three sections were done for cervical 
dystocia, with all living babies. One of these. 
a primigravida, attended by another physician. 
had been in hard labor for 48 hours with mem- 
branes ruptured and no progress beyond 3 cm. 
dilatation. Although section obtained a viable 
baby; it later proved to be spastic. We feel that 
with earlier consultation and operation, this 
might have been prevented. 

Six total cesarean hysterectomies were done. 
1 for cervical carcinoma in situ in a grand 
multipara, 1 for fibroids in a repeat section, 
and 4 for severe chronic cervicitis and multi- 
parity, all of which had previous recommenda- 
tions for hysterectomy. One baby was a 
macerated known stillborn. 

Living babies were obtained in sections for 
large lower segment uterine fibroid, severe dia- 
betes mellitus, uterine inertia with poly- 
hydramnios, and psychoneurosis with ventral 
hernia. An abnormal baby with congenital ab- 
sence of frontal bones was obtained in the ab- 
dominal pregnancy and expired. 

One classical section was done by a courtesy 
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staff member without consultation on a 31 year 
old grav. IV para. II with a diagnosis of 
“adnexal mass”. The baby weighed 5 lb. 9 oz. 
The pathological report was fibroma, 0.7 cm 
in diameter. From information on patient's 
chart, the indication and justification of this 
operation is questionable. 


MORTALITY AND COMPLICATIONS 
1953 


There were no maternal deaths. One patient 
having a second section, whose original section 
was done elsewhere because of rheumatic 
heart disease, did expire, however, four months 
post-partum of congestive heart failure. There 
were no major maternal complications. No pa- 
tient remained in the hospital for more than 10 
days with the exception of the patient with 
abdominal pregnancy with the placenta in the 
abdomen. This patient also had the only 
wound infection, which was drained, and then 
healed solid. She remained in the hospital for 
16 days. 


Fetal deaths 12 
Stillborn —8 
Neonatal—4 

S—Stillborn 

1. Grav XV para X, C. P. disproportion, 48 hr. 
labor at home. Stillborn weighed 12 Ib. 12 oz. 
2. Grav III para I, 37 yr. old, weight 262 Ibs. 
with history of normal uneventful deliveries in 
1943 and 1944. Labor induced because of toxe- 
mia. Uneventful first stage labor, but high trans- 
verse arrest with cervix fully dilated. Attempted 
forceps application failed. Because of dispro- 
portion section was done. There was partial pre- 
mature separation of the placenta. Stillborn 
baby weighed 9 lb. 15 oz. Probable cerebral 
injury resulted from disproportion though 
mother was also toxic and there was partial pre- 
mature separation of the placenta. 

. 36 wks. gestation, abruptio-placentae. 

28 wks. gestation, abruptio-placentav. 

28 wks. gestation, abruptio-placentae. 

. Previous cesarean section with hydrops fetalis 
from erythroblastosis. 

. Previous cesarean section with hydrops fetalis 
from erythroblastosis. 

. Macerated fetus, autopsy diagnosis “Probable 
erythroblastosis”. The mother was a 39 yr. old, 
grav. XII para. IX with severe cervicitis and 
known dead fetus. She had cesarean hyster- 
ectomy for sterilization purposes and removal of 
the cervix. 

4—Neonatal 

9. 8 lb 11 oz babv with congenital polyevstic kid- 


D Yi oo 


neys. 

10. 5 Ib 14 oz baby with abnormal cranial develop- 
ment—delivered from abdominal pregnancy. 

11. 28 wks. gestation, weight 3 Ib 13 oz, massive 
hemorrhage from central placenta previa in 
mother. Baby lived 48 hrs. Autopsy diagnosis. 
“hyaline membrane”. 


12. 3 lb 9 oz baby which expired after 50 hrs. with 
autopsy diagnosis of “hyaline membrane”. The 
mother was a referred multipara. Her physician 
stated that she was at term and had had ir- 
regular pains arid slight bleeding for several 
days at home. He stated that he had attended 
her last three births which were prolonged and 
difficult. He felt that she should have cesarean 
delivery because of partial premature separation 
or low-lying placenta, cystocele and recto- 
cele, and her previous difficult deliveries. We 
take full responsibility for this fetal death, ad- 
mitting the doubtful indications for section as 
well as for the premature timing of it. 

Our gross fetal mortality (12) is therefore 
10%, as compared to 5.9% in all deliveries. 
D’Esopo,® has pointed out that the uncor- 
rected fetal mortality is sometimes erroneously 
used as evidence that the risk to the baby in 
cesarean section is great, whereas actually in 
studying the fetal deaths, he found that in most 
cases the cause of death was inherent in the 
maternal complication for which the operation 
was performed. If we eliminate stillbirths and 
congenital anomalies incompatible with life, 
and all infants weighing less than 1,000 grams, 
we take out all but two cases, number 11 and 
number 12. This gives us a corrected fetal 
mortality rate of 1.6% for cesarean deliveries. 
If we further eliminate those cases in which 
the indication for the section is directly re- 
sponsible for the fetal death, such as our case 
number 11, massive hemorrhage at 28 weeks 
gestation, then our corrected rate would only 
be .8‘<. It seems there are but 3 fetal deaths 
that could possibly have been prevented— 
cases No. 1 and 2 stillbirths, with earlier sec- 
tions, and case No. 12, neonatal, with no sec- 
tion or perhaps with a later section. The 
average weight of all section babies was 6 lb. 
51% oz. 


In studying the fetal mortality in all de- 
liveries at The McLeod Infirmary in 1953, we 
note that there was a total of 59 deaths. There 
were 31 stillborn and 28 neonatal deaths. If 
we eliminate the stillborn and those in the 
same category as above to arrive at an overall 
corrected fetal mortality for all deliveries, we 
note that it is 1.3°7. It is of interest that the 
corrected fetal mortality for all deliveries and 
that for cesarean deliveries is practically the 
same. This indicates that the operative pro- 
cedure itself has no untoward influence on the 
fetal salvage. This is in marked contrast to 
previous teachings. (See Table #4) 


TABLE 4 


McLEOD INFIRMARY 
1953 FETAL MORTALITY 


Corrected 
Fetal 
Mortaliiy 
1.3% 
1.6% 


No. of Fetal 
Babics Deaths 


All Deliveries 997 59 
Cesarean Section 120 12 
DISCUSSION 

There is no hospital comparable in number 
of beds or size of obstetrical staff, nearer than 
80 miles to the McLeod Infirmary in Florence. 
Florence is in the second largest metropolitan 
area in the state, as there are over 600,000 
people living within a 50 mile radius. There 
are but 5 men in this radius limiting their work 
to obstetrics and gynecology. It would be 
unique to think of a city the size of New 
Orleans being served by 5 obstetricians. More 
and more of the surrounding towns now -have 
community or county hospitals, or lying-in 
clinics connected with doctor's offices, where 
most of the normal obstetrical cases are cared 
for. Consequently, most of the obstetrical prac- 
tice at the McLeod Infirmary is made up of 
referred and abnormal, or complicated cases. 
Over three fourths of our cesarean section 
cases were referred. 

A survey of cesarean section rates recently 
from most of the smaller hospitals surrounding 
Florence showed an amazingly low section 
rate. If our statistics are blended with theirs 
we would then have about what most authori- 
ties now consider the optimum average section 
rate, that is somewhere between 4 and 7 per- 
cent. In 1952 the cesarean section rate when 
averaged with those smaller surrounding hos- 
pitals which answered our questionnaires was 
5.6% for the area including the McLeod In- 
firmary. 

Douglas® has said that, “First consideration 
in discussing cesarean section rates must be 
given to the best results. The actual incidence 
of the operation is of secondary importance”. 
This we must keep in mind, because if we be- 
gin practicing obstetrics by statistics and shy- 
ing away from sections because of the high 
percentage rate, surely maternal and fetal wel- 
fare will be jeopardized. The obstetrician’s 
morale is probably at its lowest when he has 


Group 
crvaliiy 
5.9% 
10% 


‘to think to himself, “I wish I had done a sec- 


tion”. 
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COMPARATIVE RATES OF CESAREAN SECTION AND FETAL MORTALITY 


Hospital 


Period 


Author 


Cincinnati General Hospital Kistner 7 


No. of 
Sections 
251 


Maternity Fetal 
ity Mortality 
Sel 


1.5 


Sutter Maternity Hosp., Sacramento | Schluter 10 


1938-50 


823 2262 


St Vincent's Hosp, New York Hennessey dl 


193 


536 907 


Charity Hospital, New Orleans Dyer & Nix 22 


1949-51 


12.2 


Bellevue Hospital, New York Studdifora 


19);2—51 


8 
6.3 correct 


Daichman & 14 
Pomerance 


Brooklyn Jewish Hospital 


19 


503 
correct 


D' Esopo 15 


Sloane llospital, New York 


19); 


307 


Indiana Unive Med. Center Huber 16 


194-50 


4.6 


Beth Israel Hospital, Boston Rubin et a1 17 


1940-53 


39 
1.99 correct 


Cedars of Lebanon, Los Angeles Yarris et al 


1937=L8 


2096 


Los Angeles Tollefson 19 


4.19 gross 


The McLeod Infirmary, Florence,S.Cq 


1951-52 


14.9 gross 
1.7 corrected 


The McLeod Infirmary, Florence,S.¢ 


1953 


10 gross 
1.6 corrected 


TABLE 5 


Dieckmann,?_ D’EsopoS and_ Jones,® now 
feel there is a justifiable tendency to broaden 
the indications for cesarean section because of 
the greater safety of the operation. They feel 
that difficult traumatic mid-forceps operations 
should be relegated to the category of the 
obsolete procedure along with the craniotomy, 
high forceps, version, bags and_ bougies. 
Maternal mortality attributable to the opera- 
tion itself in proper hands is only 0.1'¢, and 
the fetal mortality ascribable to the operation 
less than 17. Jones® feels that today, maternal 
and fetal survival alone is not enough, but that 
the patient has the right to expect under 
ordinary circumstances that she will be fully 
restored to her former self, and without cysto- 
cele, rectocele, or prolapse. Also she has the 
right to expect that cesarean section be elected 
before fetal damage takes place. It is difficult 
to know the limits of safety for babies when 
accidental hemorrhage is occuring or when 
prolonged tests of labor are being allowed. 


SUMMARY AND CONCLUSIONS 


1. In the past three years there were 2.974 
deliveries at the McLeod Infirmary. Of 
these, 353 were cesarean sections, a rate 


of 11.9%. 


2. There was no maternal mortality. 
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3. 


In 1953, the cesarean section rate was 
12.1‘; an audit has been made on these 
cases. 


. Only two doubtful indications for section 


were found in the 1953 study. 


5. 89°. of the 1953 cesarean sections were of 


the low cervical type. 


3. The chief indication was previous cesarean 


section. In 1953, there were 54 repeat sec- 
tions, which comprised 45.5‘ of all sec- 
tions. 


. Total cesarean hysterectomy was done 6 


times (5‘% ) in 1953. Probably more libera! 
use should be made of this procedure. 


. The gross fetal mortality in 1953 cesarean 


sections was 10%. The corrected fetal 
mortality was 1.6% which was practically 
the same as that for all deliveries, and 
lower than that of other hospital reports 
surveyed. (See Table #5) 


9. Cesarean section is today a safe procedure 


for the mother and offers only slightly more 
risk to the infant than vaginal delivery. 


. The high section rate at the McLeod In- 
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firmary is due largely to the particular 
geographical and medical location, and a 
high percentage of referred abnormal 
cases. More than three-fourths (76% ) of 
the cesarean section cases were referred pa- 
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tients, and 67.7% came from outside the 
city limits of Florence. 


. The authors are not advocating higher 
cesarean section rates, but are merely try- 
ing to explain and justify their own partic- 
ular consistently high rate in one hospital. 
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ACTH AND CORTISONE IN 
INFECTIOUS DISEASES 


CHARLTON DESAUSSURE 
Charleston, S. C. 


peculation as to the variability of resist- 
ance to infection in the aged, very young, 
alcoholics, etc., has led to many theories 
relative to the reaction of the host and the 
factors that influence this. The lack of resist- 
ance to infectious diseases of patients with 
Addison's disease has always raised the pos- 
sibility of the place of the adrenal cortical hor- 
mones in this mechanism but it was not until 
the work of Kendall and the availability of a 
potent preparation to test the effect of adrenal 
cortex over-stimulation that this could be ade- 
quately studied. 

In evaluating this problem it is realized that 
any disease process is only a reflection of the 
inter-reaction of the parasite and the host cell. 
The clinical manifestations of any disease 
might be produced by, 1—bacterial toxins; 2— 
sensitization of the host; or 3—alterations in 
the host’s nutrition. The course of the disease 
will be dependent in turn on such factors »s 
the inflammatory response, antibody produv- 
tion, phagocytosis, alteration in cell metabol- 
ism, death of cells and the vascular response. 
The general clinical manifestations such as 
fever, pain, malaise, etc., are dependent on the 


S 


above. 

The adrenal hormones, either during stress 
or by parenteral dosage, will influence the re- 
action of the host cell only in degree, and will 
uot completely obviate it. As an example, it 
has been shown that cortisone will delay the 
death of experimental animals subjected to 
diphtheria toxin but will not change the ulti- 
mate outcome. 

Michael and Worton' soon found that there 
was a profound inhibition in the inflammatory 
response following adrenal cortex over-stimula- 
tion. In their studies cell migration irto an in- 
jured area was kept at a minimum and there 
was little if any vascular reaction. Associate’ 
with this decrease in cell migration there was 
found to be a definite impairment in the abil- 
ity of the leucocytes to phagocytize foreign 
particles. These changes were not found to 
occur when physiological doses of the hor- 
mones were used and furthermore, no similar 
change was noted when adrenal cortical in- 
sufficiency was present. It is important that. 
despite the above changes. Mirik? was not 
able to find any change in antibody production 
in human subjects. 
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It soon became apparent that ACTH and 
cortisone exerted a definite effect on the con- 
nective tissue of the body, again most obvious 
in over-dosage. This was manifest as a decrease 
in its reactivity in response to trauma. Ragan 
et al.3 showed in histological sections that sub- 
jects receiving cortisone had a delayed appear- 
ance of granulation tissue and that fibroblastic 
proliferation was depressed. The significance 
of this phenomenon in surgical patients is self- 
evident. 

Kass and Finland* have studied the effect 
of ACTH on fever of various types. It was 
found that this drug would prevent the febrile 
response to intravenous typhoid vaccine and 
would also control pyrexia of other origin. 

On the basis of the preceding studies, Sma- 
del and his associates5 studied the effect of 
cortisone with chloramphenicol in the treat- 
ment of typhoid fever. They had shown earlier 
that despite rapid control of the bacterial 
organisms by specific therapy with chlor- 
amphenicol, there was little if any clinical 
improvement in the first 36 hours, and patients 
did not become afebrile until the fourth day. 
This delayed clinical response was felt to be 


due to the host reaction to the products of 
bacterial and tissue destruction, which existed 
already at the time of the institution of ther- 
apy. It was found that there was a dramatic 
immediate response when these two agents 


were combined convalescence was 
hastened. Further studies by Woodward et 
al.,¢ in which cortisone alone was used in pa- 
tients with typhoid fever revealed again a 
rapid control of the host reaction or toxic mani- 
festations of the disease. No effect at all was 
noted in the underlying bacterial process how- 
ever, and stool and blood cultures remained 
positive. It is felt at the present time that corti- 
sone is only a beneficial adjunct in this dis- 
ease and then for only a short period of time. 
A similar study was undertaken by Kass. 
Ingbar, and Finland? on the effects of ACTH 
in pneumococcic and viral pneumonias. Again 
there was a prompt defervescence and relief 
of symptoms in all patients. This occurred 
with no change in the associated bacteremia, 
or number of pneumococci that were recover- 
able from the sputum and no evidence of any 


bacteriocidal or bacteriostatic action was 


noted. It is interesting that anti-pneumococcal 
antibodies or cold agglutins appeared at the 
usual time. All the patients showed the symp- 
tom of euphoria. 

It can be concluded that ACTH and corti- 
sone in these two series of patients produced 
a marked amelioration of the clinical symp- 
toms without affecting the underlying disease 
process or the natural course it would take if 
untreated. 

The effects of these drugs on disease of viral 
etiology have also been studied, with dis- 
appointing results; ACTH was shown by 
Coriell® to be completely ineffective in short- 
ening the febrile stage of poliomyelitis and 
there was no appreciable difference in the con- 
trol versus the treated group in the degree of 
paralysis or residual disability. The same find- 
ings have been noted in experimentally in- 
duced influenza. 

Repeated reports have appeared in the 
literature concerning the effect of ACTH and 
cortisone on tuberculosis. Most of these have 
dealt with the frequency with which severe 
progressive tuberculosis can develop m an 
apparently healthy individual while on hor- 
monal therapy for some unrelated illness. This 
has been publicized to such an extent that it 
is felt that ACTH and cortisone are strongly 
contra-indicated if any suspicion of tuber- 
culosis exists. This is certainly true in most 
cases but it is interesting to analyze the various 
factors further. In experimental animals, and 
probably in clinical tuberculosis as well, corti- 
sone and ACTH do not have identical effects. 
The following facts are generally accepted at 
this time: 1) Cortisone has a definite deleteri- 
ous effect on tuberculosis in that often a spread 
of the disease process will occur with its use. 
2) This enhancing effect on the disease process 
can be controlled by anti-tuberculosis drugs 
if the cortisone is less than twice the average 
human level. 3) ACTH has a harmful effect in 
excessive doses but none when physiological 
doses are used. 4) Even massive over-dosage 
with ACTH can be controlled by anti-tuber- 
culosis 1° 

In the early ACTH conferences it was soon 
shown that ACTH was effective in controlling 
the toxic manifestations of the disease such as 
fever, cough, anorexia, weight loss, etc. but 
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that the underlying disease process was un- 
affected or was made worse, as might have 
been expected. 

In view of the preceding, Houghton" 
treated patients with pulmonary tuberculosis 
with a combination of ACTH, streptomycin, 
and para-aminosalicylic acid. No adverse clini- 
cal or roentgenological effects were seen during 
therapy or during a two year follow-up. Bene- 
ficial effects were noted with regression of 
lesions which in some occasions had previous- 
ly been unresponsive to streptomycin—PAS 
therapy. Again there was a dramatic improve- 
ment in the clinical manifestations. Further re- 
ports concerning the beneficial effects in tuber- 
culous meningitis using this combination have 
been published. It would seem that in selected 
cases of tuberculosis that the judicious use of 
ACTH might well be of value, especially in 
carrying a patient over a particularly critical 
episode. 

The injudicious use of ACTH and cortisone, 
however, can be associated with definitely in- 
creased hazards since in more virulent types of 
infections the disease process can definitely be 
made worse. Mogabgab and Thomas‘? have 


shown that in experimental infections in mice, 
using Group A hemolytic streptococcus, the 
survival rate is less in animals on cortisone. 
Glaser and his associates'? also showed that 


cervical adenitis produced in mice was 
worsened by the concomitant use of cortisone. 

It is apparent that there is a definite indica- 
tion and use for ACTH or cortisone in the 
treatment of infectious diseases. This must be 
done however, with many reservations in mind. 
The primary advantage to be gained is the de- 
crease of constitutional signs (the host re- 
action ) and no effect on the infecting organism 
can be anticipated. The dose of the hormone 
used is important in determining the effect on 
the host and in part also determines whether 
the response is beneficial or not. There is little 
to indicate that any good will be obtained by 
prolonged use of these agents. It makes all the 
more mandatory the necessity for having an 
adequate bacteriological diagnosis, since if the 
correct therapeutic agent is not used, or the 
organism is resistant, the disease may well be 
enhanced by the hormonal effect and a fatal 
outcome occur. And finally a false sense of 


security must not be felt because of the ap- 
parent complete recovery soon after institution 
of therapy, since the bacteriological cure is 
often much slower in occurring and too early 
cessation of treatment of the underlying dis- 
ease will result in relapses. 

The life-saving effect of ACTH or cortisone 
has been demonstrated repeatedly in over- 
whelming infections and this is one situation 
in which this type of therapy is never contra- 
indicated. Obviously there will be cases in 
which a definite diagnosis as to an etiological 
agent can not be made at once, and con- 
sequently, complete coverage with antibiotics 
must be done on clinical grounds until ade- 
quate bacteriological studies can be completed. 

Conversely the potential toxic effects of 
ACTH and cortisone must always be kept in 
mind. Since these drugs supress the cardinal 
manifestations of inflammation such as pain, 
erythema, tenderness, and swelling, it is neces- 
sary to be doubly careful in following patients 
who are on long-term hormonal therapy. Many 
cases of pneumonia, pyogenic joints, peri- 
carditis, etc., have been reported as being un- 
suspected findings revealed at autopsy due to 
the lack of clinical manifestations during life. 
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ecently a great deal has been written re- 
R garding the persistence of symptoms 

following cholecystectomy. Enpigastric 
pain or discomfort, biliary colic, gaseous dis- 
tention, eructation, jaundice, and so called 
dyspepsia following gall bladder surgery have 
been categorically classified post-chole- 
cystectomy syndrome, biliary dyskinesia, or 
biliary dysnergia. 

The symptoms encountered may be very 
mild to severe. In most cases the symptoms are 
only transitory and usually subside. In most 
patients, symptoms make their appearance 
within a few weeks following surgery, how- 
ever, in some cases the symptoms may persist 
in spite of surgery or may be aggravated, and 
in others the symptoms may not appear for 
several months to several years. 

It has been the authors’ observation that the 
incidence of this syndrome is unusually high. 
Gall bladder disease is one of the commoner 
abdominal surgical conditions, and in view of 
the number of patients failing to obtain com- 
plete relief following surgery upon the biliary 
system, it is well to take inventory and see 
what can be done to reduce the unfavorable 
results. 


The cause of the so called post-chole- 
cystectomy syndrome serves as a challenge to 
every clinician whether he be surgeon. intern- 
ist. or general practitioner. 

Approximately 15 per cent of patients for 
whom cholecystectomy has been performed 
for biliary disease subsequently develop svmv- 
toms which classified as 


are post-chole- 
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cystectomy syndrome. those patients 
operated upon for gall bladder disease with 
associated biliary calculi, the incidence of 
good results approximates 98‘;, whereas in 
those patients in whom calculi are not present, 
the incidence of good results is considerably 
less. 

Bettman and Leichtenstein' reported 33‘, 
satisfactory results in cholecystectomized pa- 
tients who did not have biliary calculi. 
Sanders? in 1930 reported 84‘; good results 
in 500 cholecystectomies. Surgeons throughout 
the country have reported between 80 to 90° 
successful results. This figure is in accord with 
the authors’ experience. 

It is not within the scope of this paper to 
discuss acute and chronic cholecystitis or other 
disease processes affecting the biliary tract 
with or without biliary calculi. The authors 
wish to discuss the etiological factors account- 
ing for symptoms persisting or following 
cholecystectomy for gall bladder disease. 
There are a number of factors that may be 
implicated. They will be discussed under 
their appropriate headings. 

SURGICAL 

The surgical factor, in our opinion, is one 
that has been underemphasized. A very care- 
ful history, physical examination, and access- 
ory diagnostic studies are imperative in every 
patient in whom a diagnosis of biliary disease 
is made. It must not be overlooked that pa- 
tients with cholecystitis with or without 
cholelithiasis may also have other disease con- 
ditions which may be accounting for the symp- 
toms which are mimicking gall bladder dis- 
sase. It is thus obvious that removal of the 
gall bladder in these patients will not relieve 
them of their symptoms and the subsequent 
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persistence of symptoms is mistakenly at- 
tributed to the results of gall bladder surgery 
when as a matter of fact the symptoms are in 
no way related to the biliary surgery. Un- 
fortunately, in a number of cases the persist- 
ence or aggravation of symptoms following 
gall bladder surgery may be due to technical 
factors at the time of surgery. Biliary surgery 
is major in scope and should be attempted 
only by the well-trained surgeon who is 
meticulous in the handling of tissues and who 
understands fully the normal and the ab- 
normal anatomy which is so frequently pres- 
ent in the biliary region, and whose technical 
skill and clinical judgment when such ab- 
normalities are encountered must be most pro- 
ficient, since failure to possess these qualities 
frequently results in morbidity and not in- 
frequently in high mortality. Many of the un- 
fortunate results following biliary surgery may 
be directly attributable to a surgeon who has 
failed to grasp the problem at hand. 

A number of other etiological factors are as 
follows: calculi, stricture of the common bile 
duct, spasm or fibrosis of the sphincter of Oddi, 
persistent long cystic duct, pericholedochal 
neuromas, chronic recurring pancreatitis, neo- 
plasms of the biliary tract, anomalies of the 
biliary and pancreatic ducts, adhesions, bac- 
terial sensitivity, and psychomatic elements. 

CALCULI 

The presence of calculi either in the com- 
mon bile duct, the intrahepatic ducts, or in a 
persistent long cystic duct accounts for ap- 
proximately 45% of the recurrences of symp- 
toms. Calculi may be overlooked at the time 
of surgery and usually they are not primary 
calculi. It is quite rare for calculi to develop 
in the common duct following gall bladder 
surgery. Either the stones were present or the 
nidus was there. In those patients with a 
history of jaundice or in whom the common 
bile duct is dilated or in whom calculi can be 
palpated along the course of the common bile 
duct, choledochotomy is imperative. Even 
with adequate and thorough exploration of the 
common bile duct stones may be overlooked. 
One is not completely assured that a stone may 
not be lodged in the intrahepatic ducts far 
beyond the reach of the usual exploring in- 
struments. In recent years attempts have been 


made to carry out operative cholangiography, 
however, even in those patients having opera- 
tive cholangiography a small percentage of 
calculi are overlooked and are found at sub- 
sequent surgery. 
COMMON DUCT 

The second most common factor responsible 
for the post-cholecystectomy syndrome __ is 
stricture of the common bile duct which is 
usually related to injury at the time of surgery, 
with superimposed infection. Injury is most 
frequently encountered in those patients in 
whom anomalies of the extra-hepatic biliary 
system exist and in those patients in whom 
serious hemorrhage occurs during the opera- 
tive procedure, when the frantic operator 
haphazardly clamps the common bile duct in 
an attempt to control the bleeding. With a 
thorough understanding of the normal and 
the anomalous anatomy of this region, in 
those cases in which serious hemorrhage oc- 
curs, the operator may very readily control the 
bleeding by inserting his index finger into the 
foramen of Winslow, using the thumb and 
index finger to compress the hepatic artery. 
The field may then be sponged dry and the 
bleeding point exposed and ligated. An ade- 
quate operative incision and good retraction to 
afford exposure gives the surgeon much more 
ease and comfort in the isolation of the cystic 
artery, cystic duct, and the identification of the 
other important structures in the right upper 
abdominal quadrant. In those patients in 
whom a large segment of the duct has been 
traumatized, necrosis of the duct with super- 
imposed infection results in an ascending 
obliterative cholangitis with obstructive jaun- 
dice. Biliary cirrhosis and early death is to be 
expected in these patients unless some type of 
constructive biliary surgery and external drain- 
age is instituted at a very early time before the 
infection has completely destroyed the extra- 
hepatic as well as the intrahepatic bile ducts. 
This is a most serious sequel of gall bladder 
surgery. It can not be over emphasized that 
early recognition of common duct injury or 
stricture is most important and prompt repair 
is imperative. An end-to-end anastomosis with 
preservation of the sphincter of Oddi is the 
most desirable method of repair, with T-tube 
drainage of the duct. There are a number of 


Tne Journal or THE SourH MEDICAL ASSOCIATION 41 


other reconstructive procedures some of which 
are formidable and entail considerable tech- 
nical skill. 
SPHINCTER OF ODDI 

Fibrosis of the sphincter of Oddi with steno- 
sis occurs not infrequently particularly when 
calculi are impacted at the ampulla of Vater. 
At the time of common duct exploration, the 
sphincter of Oddi should be dilated to a size 
equivalent to the diameter of the common bile 
duct and in those cases in which difficulty is 
encountered in dilating the sphincter a trans- 
duodenal sphincterotomy should be carried 
out. In those cases in whom there is spasm and 
dysfunction of the sphincter of Oddi, celiac 
ganglionectomy and pericholedochal sympa- 
thectomy have been advocated. It has been our 
experience that these procedures even though 
combined with common duct exploration and 
dilatation of the sphincter give only temporary 
relief. It is our opinion that sphincterotomy is 
the procedure of choice in these cases. 

PANCREATITIS 

Acute and chronic pancreatitis may mimic 
gall bladder disease and is not infrequently a 
cause for the persistence of symptoms follow- 
ing gall bladder surgery. This is understan- 
able when one considers the common channel 
frequently encountered and which was so well 
described by Opie? in 1901. Edema and in- 
flammation as a result of recurring pancreatitis 
may be sufficient to obstruct the common bile 
duct and cause an ascending cholangitis with 
associated acute cholecystitis. It is inadvisable 
to perform a cholecystectomy in those cases. 
The plan of attack should be directed to the 
underlying pathological process and in those 
acute cases, cholecystostomy is the procedure 
of choice with common duct exploration. 
Cholangiography at the operating table fre- 
quently reveals anomalus openings of the pan- 
creatic ducts into the common bile duct and 
the finaings may aid in the surgical manage- 
ment of these cases. 

NEOPLASM 

Papilloma or carcinoma of the ampulla of 
Vater, common bile duct carcinomas, and car- 
cinoma of the head of the pancreas may be the 
cause for the persistence of symptoms follow- 
ing gall bladder surgery. Such cases are not 
very common and are no real problem if an 
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adequate history, physical examination, and 
accessory Clinical studies are done before sur- 
gery, and at the time of operation thorough 
exploration will usually reveal the lesion. 
Many of these lesions are benign, such as the 
papillomas of the ampulla of Vater. These may 
be totally eradicated by transduodenal resec- 
tion with preservation of the common bile duct 
and in an occasional case it may be necessary 
to perform a Whipple pancreatic resection. 
Surgery should not be delayed in these cases. 
since prolonged obstructive jaundice results in 
marked liver damage and the risk of surgery 
is increased. When in doubt, biopsy with 
frozen section should reduce the number of 
poor results. 
NEUROGENIC 

In recent years neurogenic factors have been 
found to account for symptoms following gall 
bladder surgery. It is well known that ab- 
normal imbalances of the autonomic nervous 
system may produce spasm of the sphincter 
of Oddi and increase the extra and intrahepatic 
biliary pressure with resulting distention and 
pain. Celiac ganglionectomy with splan- 
chnicectomy has been shown to relieve the 
symptomatology attributed to this factor. 
Womack and Croder4 have reported cases in 
which secondary operations have been per- 
formed for post-cholecystectomy symptoms 
and in which large nerve fibers with associated 
neuromata were found surrounding the cystic 
duct stump. Excision of the neuromata gave 
relief of symptoms. At times we have ob- 
served rather large autonomic ganglia and 
fibers at the base of the cystic duct and along 
the common bile duct. It is wise in these cases 
to excise the nerve fibers and ganglia to avoid 
ligation and possible neuroma formation. 

ADHESIONS 

Adhesions in the right upper abdominal 
quadrant with distortion of the common bile 
duct, stomach, and duodenum are a frequent 
cause of symptoms following cholecystectomy. 
As a matter of fact, the vast majority of pa- 
tients referred to the authors with symptoms 
following cholecystectomy have been found 
to be due to adhesions with distortion of the 
common duct and to fibrosis with stenosis of 
the snhincter of Oddi. A number of factors 
may be responsible for the formation of ad- 
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hesions: infection, a raw gall bladder bed in 
which seepage of bile creates a considerable 
degree of inflammation, and possible drainage 
from the cystic duct may produce inflamma- 
tion accounting for the dense adhesions 
frequently encountered in these patients. At 
times the inflammation and _ resulting ad- 
hesions has been so intense that pericholedo- 
chal inflammation and subsequent scarring 
materially has reduced the intraluminal dia- 
meter of the common bile duct. 

Meticulous surgery with proper hemostasis 
and a subserosal dissection of the gall bladder 
from the hepatic bed, with closure of the gall 
bladder bed, and individual ligation of the 
cystic duct and cystic artery, and drainage 
following gall bladder surgery all should tend 
to reduce the number of patients developing 
adhesions. 

CYSTIC DUCT 

The persistence of a rather long cystic duct 
and at times of the ampulla of the gall bladder 
is encountered following cholecystectomy. 
Frequently stones are impacted in the cystic 
duct or in the ampulla and account for the per- 
sistence of symptoms. Actually these patients 
have had an incomplete cholecystectomy. 
There have been references in the literature 
to the so called reformed gall bladder. This 
should be considered as a figure of speech 
since the gall bladder does not reform itself, it 
is only a persistence of the portions of the gall 
bladder that were not removed. The cystic 
duct should be divided in close proximity to 
the common duct, however, it should not be 
so close as to cause any encroachment upon 
the lumen of the common bile duct. 

ANOMALIES 

Anomalies of the extrahepatic biliary ducts 
and vessels at times may be most perplexing. 
Frequently when injuries have occurred at the 
time of surgery, such anomalies have been 
present. The relationship of the vessels to the 
common bile duct and cystic duct are variable. 
The vessels at times course anterior to the 
common and cystic ducts and at other times 
posteriorly. The hepatic artery has been fre- 
quently observed to course over the ampul- 
lary portion of the gall bladder and it has 
been noted to be adherent to the gall bladder 
and giving off several short cystic arteries. 


One must exercise great care to avoid ligation 
of the hepatic artery since at times it can be 
easily mistakened for the cystic artery. The 
common duct may be quite short with the 
right and left extrahepatic ducts coming to- 
gether almost at the level of the pancreas. At 
times there may be a partition dividing the 
common bile duct into two channels, one 
coursing from the left lobe of the liver and the 
other from the right lobe of the liver. 

A text book could be written on the normal 
anatomy and the anomalous anatomy of the 
extrahepatic bilary system and _ associated 
structures. We only hope to call attention to 
the fact that they do exist and with a thorough 
understanding of the anomalies, there is very 
little danger of technical errors at the time of 
surgery. 

ALLERGIC AND BACTERIAL FACTORS 

Very little has been written on bacterial 
sensitization accounting for biliary symptoms. 
There have been a few reports on patients 
being sensitized to bacteria that were present 
in the gall bladder, and with the sensitization 
resulting in edema and pain. Residual foci of 
infection should be sought and eradicated in 
order to remove the offending organism. 

PSYCHOSOMATIC 

There are those few patients in whom a 
good history of gall bladder disease is ob- 
tained, yet who have normally functioning gall 
bladders as indicated by the tetraiodophenol- 
phthalein test and in whom gastro-intestinal 
x-ray studies, electrocardiogram, and x-rays of 
the spine and kidneys, and other structures 
which might account for symptoms mimicking 
gall bladder disease have been carried out 
with negative findings. Cholecystectomy in 
these patients usually gives a high incidence of 
poor results. These cases are categorically 
grouped under the general heading of psycho- 
somatic disease. Before subjecting these pa- 
tients to surgery it is wise to have a complete 
psychiatric evaluation. 

SUMMARY AND CONCLUSION 

The authors have reviewed the usual etio- 
logical factors responsible for the persistence 
of symptoms following cholecystectomy. It has 
been pointed out that personal factors may 
materially reduce the number of patients 
having persistent symptoms following chole- 


Ture Journar or tHe Sourn Menicar. Association 43 


| 
| 
| 
| 


cystectomy. A thorough understanding of the 
physiology, pathology, and the anomalous as 
well as normal anatomy will also materially 
reduce the incidence of the post-chole- 


cystectomy syndrome. 


A thorough history and physical examina- 
tion are of the utmost importance. Accessory 
clinical studies in the form of cholangiogram, 
gastro-intestinal x-ray studies, renal pyelo- 
gram, x-rays of the spine, electrocardiographic 
studies and other accessory clinical studies 
should be carried out as indicated and 


evaluated before carrying out biliary surgery. 
It is through this approach that we will be 
less likely to overlook disease processes that 
may mimic gall bladder disease. Thus can we 
increase the good results of gall bladder sur- 
gery. 
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A LETTER FROM MARION SIMS 


267 Madison Ave., N. Y. 
June Ist, 188] 
My dear Tom Taylor: 

A thousand thanks for your interesting letter 
which reached me, in due time but now | must 
beg you to write me another letter the one 
that I have, is Hamlet with Hamlet left out. 
Now I te'l you what I want a full and minute 
history of the case in which you used rectal 
alimentation for such a long period. What year 
and month was it, what the age of the patient. 
what circumstances rendered it necessary to 
resort to this treatment. What the nature of the 
injection used, in what quantities, and how 
often in the twenty four hours was it used? 
Was it necessary to open the bowels by enema 
every day? Before resorting to the Nutrient- 
Injection, how long was this treatment used 
and how long was the patient sick, did you 
have occasion to vary the injections or did you 
continue the same? Did you at any time use 
milk and if so how much and how. Did he be- 
come really emaciated during the time of treat- 
ment? Please note any particulars that may 
occur to your mind. Your case. I would like to 


report it very particularly, because the case is 
unique. Intake, anything that has preceeded 
or followed it, Beef tea, Beef juice, Essence of 
Beef, etc. constitute the usual routine of rectal 
medication in many cases the rectum becomes 
intolerant, the treatment has to be suspended. 
Did anything of this sort occur during the 
treatment of your case. Now my dear Tom 
please answer all my questions and thus you 
will inaugurate and establish a new method of 
rectal alimentation which I think will be of 
great value to science and humanity. 
I am glad to tell you that I am improving 
every day and hope, eventually to get perfect- 
ly well. I am eating well and sleeping well. 
cough but little and getting stronger day by 
day. We sail for Eurpoe tomorrow and I ex- 
pect to return again about the 20th Sept. Kind 
remembrance to your sister Fanny and Believe 
me, my dear Tom, 
Yours affectionately. 
J. Marion Sims 

P. S. 

Write to me care of Dr. Pratt 

12 Place Vendome, Paris, France 


Tue JournNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


Editorials 


WHEN IS AN EMERGENCY 
NOT AN EMERGENCY? 


At least half the time, according to a study 
made of calls to a central emergency call 
service in one city. The better segment of the 
public desires and applauds this type of ser- 
vice, the worse element abuses it enough to 
discourage any enthusiasm by the physicians. 
Unless there is some unexpected elevation of 
the level of public intelligence, and public 
understanding of the difficulties of the doctor’s 
life, there is little probability that emergency 
services will be confined to real emergencies. 

Doctors are accustomed to the unnecessary 
abuse by patients of time, meals, and sleep. 
Possibly the public continues to carry on this 
abuse because doctors do not protest enough. 
Protests can be polite and gentle and still 
effective. While we educate the public on 
technical medical matters we could put in a 
word for more consideration of the doctor, if 
only on the basis of having him more efficient 
by keeping him in physical and mental health. 

Stories of the many absurd demands would 
make a fantastic collection. One physician tells 
of the lady who called him from his Christmas 
dinner table, saying that her child had had a 
cold for three weeks, and that she would like 
the doctor to come at once—and the doctor 
had always thought that she was a very nice 
lady, up to that time. 


YELLOW JACK 


Yellow fever, once a scourge of the Carolina’ 


Coast, has not been seen in this country in 
epidemic form since its appearance in New 
Orleans in 1905. In 1954 an outbreak in Trini- 
dad showed that we are not immune to in- 
vasion so long as the aedes aegypti mosquito 
lives and abounds with us. 

South and Central American countries have 
worked hard to eradicate this vector, and many 
apparently have had complete success. Mexico, 
Cuba, Haiti and several Central American 
areas are still infested, as is our own Atlantic 
Coast as high as Virginia, and as are other 


Southern areas in this country. Tropical 
mosquitos of other types beside aedes aegypti 
carry the infection, but aegypti is the greatest 
potential reservoir. 

Experts look with alarm on the possibility 
that the disease may reach this country, and 
urge the eradication of aegypti, a susceptible 
sort of domesticated inhabitant. Removal of 
this agent would eliminate the remote pos- 
sibility of deliberate introduction of the dis- 
ease in biological warfare, or the accidental 
arrival by air or sea. 

Yellow fever was for many years a constant 
threat and a fatal visitor to our seacoast. It 
would be well to avoid the possibility of its 
return. 


TWO CLIPPINGS 

“The Chemung County Medical Association 
if New York State, according to an Associated 
Press dispatch, announced in November that 
it would not support the national fund-raising 
drive of the Muscular Dystrophy Association. 
This action was taken in view of the facts that 
there were then only 3 known cases of muscu- 
lar dystrophy in the county and these were 
cared for by private parties; that in the pre- 
vious year $8600 was raised in the county for 
the Muscular Dystrophy Association and that 
only $70 came back, in the form of a wheel 
chair; and that in the same year $4,000,000 had 
been raised nationally, of which only $1,000,- 
000 had been spent for research.” 

New England Journal of Medicine 
Dec. 30, 1954 

“Preliminary plans were made here last night 
for organizing a Charleston County chapter 
of the Muscular Dystrophy Assn. 

Mrs. R. N. Herbert of Nashville, a national 
field representative of the Association, ad- 
dressed a group of interested citizens at 
Baruch Auditorium. Representatives of 11 
local civic organizations attended the meeting. 

A committee was named to study formal or- 
ganization of the chapter and to report back at 
a meeting set for February 17.” 

The News and Courier 
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SUGGESTION TO THE CADILLAC SET 


“If you would be a famous Physician, keep 
a Chariot and a Pair of old Horses, wear a 
great Stone Ring, a Black Coat, and a Wig 
that’s neither long nor short, without Powder; 
and tho’ you cannot read, you'll be as absolute 
a Physician as Galen or Hypocrates; but if you 
walk on Foot, you'll never rise to the Degree 
of a Quack; for the main Knowledge lies in 
the Horses.” 


Quevedo y Villegas (1580-1645 ) 


BLUE 


Certain important changes in Blue Cross and Blue 
Shield coverages have recently been made by the re- 
spective boards. These changes should be understood 
by participating physicians. 

Effective January 1, a cooperative rider added to 
the Blue Shield Agreement provides for coinsurance 
by the subscriber. This is somewhat similar to the 
popular $50.00 deductible automobile collision in- 
surance. In the case of each admission to a contracting. 
or member hospital, except when admission is solely 
for diagnostic study, the subscriber will be required 
to pay on his entire hospital bill an amount equal to 
the charges for bed and board for two days in the 
ward of the hospital he enters. Thus the subscriber 
cooperates in his hospital expense to the extent of 
the charges for two days at ward rates. There are no 
deductions other than these based on the cost of bed 
and board in the ward. Delivery operating 
room, laboratory and x-ray charges are covered even 
though these services are utilized on either of the 
first two days of hospital care. 

The cooperative provision was made in lieu of an 
increase in rates. It should not prove burdensome to 
any subscriber and it will prevent penalizing all sub- 
scribers because of unnecessary and unwarranted 
hospitalization of a few. It is hoped that this feature 
of coinsurance will tend to reduce hospitalization for 
minor illness of short duration and to more clearly 
differentiate hospitalization primarily for diagnostic 
studies from that primarily for treatment of illness, 
even though diagnostic studies are a part of that 
treatment. 


room, 


Re: New Born Infants 


New born infants are not covered in their own right 
by either Blue Cross or Blue Shield until they are 
thirty (30) days of age. They are granted routine 
nursery care when either Blue Cross or Blue Shield 
coverage for maternity delivery applies to the mother. 


South 


Forty Ago 


FEBRUARY 1915 


Dr. Wm. R. Barron had a paper on Renal Function. 
Dr. M. H. Wyman presented a paper decrying ex- 
ploratory surgery of the genito-urinary tract. 


BLUE SHIELD 


For hospitalized mothers Blue Cross will pay routine 
nursery charges for those days that the mother is in 
hospital and covered. In addition, Blue Cross will pay 
hospital charges for circumcision, when the operation 
is done within the period of the mother’s covered 
care. 


Blue Shield pays no extra fee for routine nursery 
care given by the obstetrician. When such care is 
given by a pediatric consultant a flat allowance is 
made. If the new born is circumcised during the 
mother’s covered hospital stay a fee of $5.00 is 
allowed. Note that the fee for circumcision during the 
lying-in-period of the mother has been reduced from 
$10.00 formerly allowed. Neither hospital benefits nor 
medical and surgical services other than routine 
nursery care and circumcision apply to mew born 
infants until thirty days after birth. Waiting periods 
will be required for the treatment of congenital de- 
fects and birth injuries but the effective date of the 
Family Agreement under which the baby becomes 
covered on his thirtieth day of life will be the date 
from which such waiting periods are counted. 


Re: Termination of Pregnancy 


Maternity benefits are granted mothers who have 
been continuously enrolled under a Family Agreement 
for 10 consecutive months (9 consecutive months for 
members of the DuPont Savannah River Plant groups). 


Although delivery at term before the end of the 
waiting period is not covered by either Blue Cross or 
Blue Shield, hospital and professional services for pre- 
mature termination of pregnancy either by abortion or 
by premature labor when delivery at term would have 
been covered had pregnancy gone to full term, are 
granted by Blue Cross and by Blue Shield. Note, how- 
pregnancy must be terminated. Threatened 
abortion is not covered before the end of the required 
waiting period. 


ever, 
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Re: Anesthesia Benefits 

Anesthesia, inhalation or spinal, has been made a 
service benefit when administered by a Participating 
Physician to a subscriber eligible for service benefits 
under a medical-surgical agreement. 

Anesthetic benefits are not granted under Blue 
Shield Surgical only agreements. The type of agree- 
ment can be recognized by examining the Subscriber’s 
Identification Card. The code number on the card 
indicates the type of contract. Anesthesia benefits ap- 
ply to anesthesia for surgical and obstetrical pro- 
cedures only. 

The fee allowances are, up to $10.00 for the first 
thirty minutes of administration, plus $5.00 for each 
additional thirty minutes, up to a maximum of $40.00 
for any one illness, accident or hospital confinement. 
Those participating physicians who administer anes- 
thetics and who have not received special anesthetic 
forms should write in for them. 

Re: DuPont Contracts 

The DuPont May Plant group at Camden is covered 
by the regular comprehensive Blue Cross Agreement 
and by the regular Medical-Surgical Blue Shield 
Agreement. The groups at the DuPont Savannah 


Plant have special contracts. 

The special DuPont Blue Cross Agreement requires 
a waiting period of twelve months before coverage 
applies to pre-existing conditions. Hospital care solely 
for diagnostic purposes and that for treatment of 
functional nervous and mental disorders, venereal dis- 
eases, alcoholism, drug addiction and pulmonary 


tuberculosis are not covered. 

The DuPont special Blue Shield Agreement differs 
a little from the standard medical-surgical contract. 
There is no x-ray coverage, and no coverage of treat- 
ment of functional mental and nervous disorders, pul- 
monary tuberculosis, drug addiction and alcoholism. 
No waiting period is required for treatment of hemor- 
rhoids and tonsils and no waiting is required for sur- 
gical care of pre-existing conditions except those 
specifically listed on the middle of page 5 of the 
manual. There is no waiting period for the treatment 
of pre-existing medical conditions. No fee is provided 
for pathological examination of biopsy tissue—a lab- 
oratory procedure and not treatment. 

Re: Maximum Liability 

The Blue Shield board has fixed $200.00 as the 
maximum surgical liability in case of multiple injuries 
resulting from a single accident and for multiple sur- 
gical operations whether for related or unrelated con- 
ditions, when performed during a single hospital con- 
finement. Discharge and readmission for the same or 
for a related condition within 90 days is treated as a 
single admission. 

The schedule of fees applicable to professional ser- 
vices to members of the DuPont Savannah River 
Plan groups differs somewhat from our standard 
schedule. Some fee allowances are higher, some are 
lower. They are all maximum fees and cover all post 
operative care. The maximum surgical fee is $200.00 
as compared with our standard maximum fee of 


$150.00. Up to $5.00 is allowed for each day, after the 
second, on which the doctor visits a medical case in 
hospital. Sixty dollars is the fee for obstetrical delivery. 
The entire fee goes to the consultant in cases of sur- 
gical delivery. When multiple surgical procedures are 
employed during a single period of hospital confine- 
ment, the same principles apply as are used in fixing 
fees in our standard groups. 

Medical and surgical benefits for concurrent services 
will not be allowed members of the DuPont Savannah 
River Plant groups, nor will they be allowed non-group 
subscribers. Neither will subscribers be allowed an 
extra fee for catastrophic medical conditions. 

Re: Other Fee Changes 

Code Number 0344 has been deleted from the fee 
schedule and no additional fee will be allowed for 
debridement. Code Number 1663 has been deleted 
also and no fee will be assigned for diathermy. Under 
Code Number 0360, the word “laceration” has been 
deleted and the words “traumatic shock” have been 
added. Under Code Number 2444, a fee allowance 
for blood transfusion shall be made only when the 
transfusion is an independent procedure. 

J. Decherd Guess, M. D. 


REPORT OF INTERIM MEETING OF THE 
HOUSE OF DELEGATES OF THE AMERICAN 
MEDICAL ASSOCIATION IN MIAMI, FLA., 
NOV. 29 THROUGH DEC. 2, 1954 
The most important work of the House of Delegates 
the reference committees. At these meetings 
Julian Price, Tom Gaines, “Bully” Weston could be 
seen. It is important to get to as many committee meet- 
ings as possible but impossible to attend all. Jack 
Meadors, Lesesne Smith, John Webb, Charlie Wyatt, 

Robert Wilson and others showed up at times. 

The first item of interest on the day’s program was 
the announcement of the General Practitioner's 
Award. The award this year went to Dr. Karl Pace of 
Greenville, N. C., who, at the age of 66, has practiced 
medicine forty years in Greenville. One of the most 
interesting features of the award was an account of 
all the civic and religious as well as medical 
accomplishments that Dr. Pace had achieved. He had 
been president of the Rotary Club an elder for 30 years 
in his church, a member of the State Board of Medical 
Examiners as well as many other medical organiza- 
tions. In his modest speech of acceptance his words 
impressed all present. He said that whatever he had 
accomplished in his forty years of practice was lots 
of fun and due primarily to his mother’s influence. Her 
favorite advise to him was to do something for other 
people. That, he said, had been his slogan for so many 
years. 

Dr. Walter Martin, President of the American 
Medical Association, gave a report to the House of 
Delegates. He paid tribute to the Legislative Com- 
mittee and to the A. M. A. office in Washington. 407 
measures of Medical interest came before the 83rd 
Congress. Not all of them were enacted but only a 
portion of ome to which the A. M. A. objected was 


is in 
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passed. This concerns that portion of the Social 
Security Law which has to do with waiving premiums 
during periods of disability. Congress also declined to 
act on a number of bills which will be introduced in 
the next Congress. 

Another important item which is dear to our Presi- 
dent’s heart is the care of the low income group and 
the non-insurable group. He recommends what our 
State Association has long maintained—that the care 
of these people is purely a local matter to be handled 
by local physicians with local facilities and funds in 
the highest tradition of medical ethics. 

As of Nov. 1, 1954, 103 million people have some 
type Hospital Insurance, 85 million have surgical care 
in hospitals, and 45 million have medical care in hos- 
pitals. He felt that the American populace is aware of 
the hazards of illness and is willing to pay to help 
offset the high cost of illness. Doctors have a great 
responsibility to sce that utilization is fair and just. 
(This is especially true of South Carolina where the 
utilization is 160 per 1000 subscribers as compared to 
the national average of 130 per 1000.) 

Health facilities with emphasis on chronic disease 
institutions and convalescent hospitals are expanding. 
thanks to the President's interest in this subject. 

Doctors and hospitals should work together. They 
both have the same aim—to care for the patient. A 
better understanding between doctors and_ hospital 
administrators would make for shorter hospital stay, 
a conservation of supplies, as well as more economical 
use of hospital facilities. 

Care of service personnel poses many problems 
which Dr. Martin feels can be worked out by proper 
application of insurance principles. 

He paid tribute to the Woman's Auxiliary of the 
A. M. A. and the part it is playing in assisting the 
A. M. A. to achieve its ends. The yearly donations of 
that organization to the American Medical Founda- 
tion as well as the sale of subscriptions to Todays 
Health was praised. The nurse recruitment campaign 
has also gotten results. 

Dr. Martin urged that every member of the A. M. A. 
support the World Medical Association as a means 
toward improving medical care the world over. 

In conclusion Dr. Martin urged all doctors to be 
leaders in every phase of community life. Our job 
primarily is to heal the sick but our obligation to our 
communities does not end there. We should strive 
diligently for improvement in every phase of our 
society. 

Mr. Seaborn Collins, National Commander of the 
American Legion, gave a splendid talk. He regyetted 
the name calling between the American Legion and 
the A. M. A. He pointed out that the American 
Legion was sunply backing the law as passed—that 
veterans should be cared for whether illness was con- 
tracted while “in service” or “out”. He maintained 
that the American Legion was like the A. M. A. in 
maintaining our present Americanism. Socialized 
medicine is as repugnant to the Legion as it is to 
physicians. He recommended that a committee from 


his organization and one from ours sit down and try 
to work out a common ground for understanding. This 
has already been done. His speech and his method of 
presentation were well received. 

Mrs. Oveta Culp Hobby presented charmingly and 
lucidly the administration’s stand on health insurance. 
The administration is for voluntary health insurance 
and is against compulsory health insurance and sub- 
sidies to states for health insurance. The program her 
department advocates would help 30 million who now 
cannot buy insurance they need but would not help 
30 million indigent or chronically ill or who are al- 
ready in institutions. She suggested that in time, be- 
cause of the experience of the reinsurance plan, the 
government might be able to withdraw entirely. (She 
forgets Mr. Byrnes remark that the nearest thing to 
immortality on carth is a government bureau). She 
feels that it will increase payments to hospitals and 
lower costs to subscribers. It offers self help, she said, 
without subsidy. 

The difference between co-insurance and_re-insur- 
ance was explained. When a person has a $50.00 
deductible policy he is a co-insurer with the insurance 
company. Re-insurance simply spreads the risk to 
other companies or a group of companies. In the pro- 
gram of the administration 75% of the loss, if any, 
would be borne by the re-insurance fund and 25% 
by the insuring company. Thus there would be a 
combination of re-insurance and co-insurance. 

The next speaker on insurance was Mr. E. J. Faulk- 
ner, President, Woodmen Accident and Life Company. 
Mr. Faulkner expressed his respect and admiration 
for Madam Secretary and the administration. Then he 
pointed out the entire picture of re-insurance. 

Re-insurance is not needed in health and hospital 
insurance because the greatest possible risk is never 
over $10,000.00 and rarely half that much. The com- 
pany could pay that or it should go out of business. 
The very absence of re-insurance in that field is clear 
that it is not necessary. 

Re-insurance in no way increases benefits, or lowers 
the premium. It simply spreads the risk. 

Re-insurance in the field under discussion would 
represent a direct subsidy in direct competition with 
insurance companies who have never needed re-insur- 
ance in that field. 

Mr. Faulkner pointed out that age is no longer 
much of a barrier in getting insurance. Restrictions 
are being dropped—results improved. Group insurance 
does not consider the physical defects of individuals. 
Rural populations are loathe to buy insurance—the 
companies can’t force it on them. 

Again he stressed that the cooperation of doctors 
is essential to any insurance program to avoid over- 
utilization. 

Insurance, he continued, is in the forefront of the 
battle between the forces representing freedom of the 
individual and state bureaucracy. As doctors we should 
do everything possible to assist the former. 

When he finished, despite the charm and beauty of 
Mrs. Hobby, one gained the impression that Mrs. 
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Hobby had been misinformed and Mr. Faulkner knew 
exactly what he was talking about. 

Every physician will learn with interest that the 
Board of Trustees is making a study of professional 
liability insurance and will report to the House of 
Delegates at the earliest possible moment. (It is an 
obvious fact that the physicians in South Carolina are 
helping to pay for liability insurance in other parts 
of the nation. There could not possibly be as many 
malpractice suits as our premiums in South Carolina 
would justify ). 

The Board of Trustees pointed out that because of 
greater and more activity the A. M. A. would be 
forced to decrease its contribution from $500,000.00 
as in previous years to $100,000.00 this year to the 
American Medical Education Foundation. Perhaps in 
future years the donation would have to be stopped 
unless dues were raised. The Board of Trustees urged 
that every physician make a personal donation to the 
Foundation. 

The House of Delegates urged the Board of Trustees 
to consider the formation of an organization on 
Geriatrics within the present structure of the A. M. A. 
Its purpose—to receive and disseminate information 
and ideas in the care and treatment of this large 
segment of medical practice. 

The Council on Medical Education and Hospitals 
was instructed to conduct an exhaustive study of the 
scope, definition, adequacy of training, limitation of 
hospital privileges of general practice and any other 
problems relating to general practitioners. (One hos- 
pital in another section of the U. S. would not allow 
a general practitioner to observe an operation on his 
own patient. This regulation was quickly and wisely 
dropped). There was an obvious wave of feeling in 
the House of Delegates as there is in all medical 
circles that the general practitioner is being given the 
cold shoulder in most hospitals. Between 2% and 
3% of all residencies are for the General Practitioner. 
79% of all residencies are full and only 58% of the 
few General practitioner residencies. While popula- 
tion increased 15% General Practitioners decreased 
12%. Best record is at the University of Tenn. where 
58% of seniors go into General practice. 3,900 out of 
6,800 hospitals have denied their facilities to General 
Practitioners. This trend is changing and, of course, 
its change means greater responsibility to the General 
Practitioner. 

Again, as in San Francisco, the A. M. A. recom- 
mends the discontinuance of the “Doctor Draft Law” 
as of June 30, 1955. It is felt that the necessity for 
such a discriminatory law has passed. 

Every physician was urged to join the World Medi- 
cal Association. This corresponds to a United Nations 
of Medical Associations and should never be confused 
with World Health Organizations. The former con- 
sists of National Medical Associations and the latter 
is made up of representatives of government. The 
World Medical Association is growing so fast that it 
has outstripped its finances. The next meeting will be 
held in Vienna, Austria, in 1955. Nice trip. 


The committee on blood recommends that the use 
of gamma globulin for the prophylaxis of measles and 
infectious hepatitis be given priority by physicians. 

It was decided that the Clinical meeting for 1957 
be held in Philadelphia. In 1955 it will be held in 
Boston and in 1956 in Seattle. 

The section on Pediatrics of the A. M. A. recom- 
mends that the following statement appear on all 
cards of City, County, and State Health Departments 
which request parental permission for immunization 
procedures for children. 

“If your private physician prefers that the 
Health Department give the immunization, sign be- 
low.” 

The Judicial Council reaffirmed its stand on the 
ethics concerned in the practice of dispensing glasses 
by Ophthalmologists. 

“It is unethical for Ophthalmologists to profit from 
the sale of glasses”. 

“It is unethical for an Ophthalmologist to profit 
from the services of an optician, working either in his 
office or on a referral basis”. 

The committee on miscellaneous business recom- 
mended that section 8 of the Principles of Medical 
Ethics of the A. M. A. not be removed. This section 
deals with the ownership of drug stores and says in 
effect that it is unethical to own stock in a drug store 
except in those isolated places where there would not 
be a drug store without financial backing of a physi- 
cian. 

A committee from the American Association of 
Osteopathy has agreed to allow a committee from the 
A. M. A. to investigate five of the six schools of 
Osteopathy on the campus. This committee is to de- 
termine the scope, type, and caliber of medical educa- 
tion the osteopaths are receiving. In a great many 
states in the west, osteopaths take the same State Board 
Examinations the physicians does and_ frequently 
passes as easily. On some State Boards of Medical 
Examiners osteopaths sit with medical doctors. 

One of the most interesting resolutions was intro- 
duced by the Mississsippi Delegation. It concerned 
the payment of full time teaching professors in the 
Medical School in that state. The House of Delegates 
was very sympathetic with their problem, but did not 
know how to help. There are seventy four medical 
colleges and their professors may be: 

1. Full time straight salary, no outside practice. 

2. Full time teaching with what the professors can 

collect on consultation, 

3. The same as two (2) except they can collect a 
stipulated amount over and above their salary 
and the remainder goes to a common fund for 
research or current operating expenses, 

4. Small salary with full privileges of any type 
practice with all they collect, or 

5. No pay for teaching. 

It seems reasonable to assume that if a full time 
professor is conscientious in his work he will not have 
too much time to practice on the side. It should be 
perfectly clear in his contract just what he can and 
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cannot do and the medical school should see that he 
abides by that contract. 

Dr. William Weston, Jr., introduced a_ resolution 
memorializing South Carolina’s beloved Buck Pressly 
and the contribution he had made to medicine not 
only in South Carolina, but the nation. The resolution 
was passed by a standing vote followed by a few 
seconds of respectful silence. 

Another successful, well organized meeting of the 
House of Delegates was brought to a close. 

George Dean Johnson, M. D. 


THE SOUTH CAROLINA 
ACADEMY OF GENERAL 
PRACTICE 


1955—Annual Scientific Assembly of the American 
Academy of General Practice—March 28-31 

Los Angeles, California is host to the American 
Academy of General Practice this year. Here is a 
wonderful opportunity for taking a vacation, for seeing 
the west, for enjoying the balmy weather of southern 
California, and what is best for attending a medical 
meeting which is second to none. Present indications 
are that there will be a large attendance. So, make 
your travel arrangements,—train, plane, or 
mobile,—and hotel reservations early. 

The following is the Formal Lecture Program that 
has been arranged: 


Monday, March 28th 
Panel Discussion—Preserving the Doctor's Life and 
Usefulness 


auto- 


Lectures— 
Breaking the Bad News; 
Emotional Factors in Allergy; 
Newer Concepts of Allergy Therapy 
Tuesday, March 29th 
Lecture—Surgery in Diabetes 
Panel—Diabetes; 
Lectures— 
Using the Laboratory in Liver Disease; 
The Negative Roentgenogram; 
Emergencies in the New Born; 
The Suddenly Ill Child; 
Accidents and Poisoning in Children 
ulian Price, M. D. (S. C.) 
Panel—Childhood Disasters 
Lectures— 
Surgery on Infants and Children; 
Emotional Tragedies in Infancy and Childhood 
Wednesday, March 30 
Panel—Medical and Surgical Aspects of Peripheral 
Vascular Diseases 
Panel—Endocrinology 
Panel—Neurology 
Lectures— 
Treatment of the Ambulatory Fracture Case; 
Is It Hypospadias? 
Thursday, March 31 
Panel—Handling the Athletic Injurv 
Lectures— 
Anesthetic Emergencies; 
Medical Aspects of Crime Detection 


In addition to the formal lecture program there will 
be unexcelled scientific and technical exhibits. There 
will be ample time to view these exhibits before and 
after the lecture program and during intermissions. 
Viewing and studying these exhibits alone would 
justify attending this meeting. 

For those wishing to take this opportunity to visit 
Honolulu, the Academy has arranged to offer many 
types of conducted tours covering all expenses at 
rates depending upon the length of time of the 
selected tour and the luxury of the desired accommoda- 
tions. 


It appears that after twelve years Paul de Kruif has 
had to revise his opinion of the general practitioner. 
He has written an article for the February issue of 
Readers Digest covering this subject. Since this page 
has been prepared before having had a chance to see 
his article, no opinion can be expressed by this 
reporter. But I am looking forward to looking it over. 
His articles have such an extensive public con- 
sumption, it is well that all of us know what he is 
telling the public. 


ANNOUNCEMENTS 
General Otis O. Benson, Jr., of the U. S. Air Force 
Medical Service, and currently head of the Aero Medi- 
cal Association, announced that this organization 
would hold its 26th Annual meeting at the Hotel 


Statler, Washington, D C., from March 20 through 
23rd, 1955. 


An outstanding opportunity to professional workers 
with the handicapped for specialized training in 
counseling and placement of crippled persons in self 
rewarding jobs is announced by the National Society 
for Crippled Children and Adults, the “Easter Seal 
Society.” 

Alpha Gamma Delta, international women’s frater- 
nity, in cooperation with the National Society, for the 
eighth consecutive time will grant from 15 to 20 
fellowships with training to be given at the Institute 
of Physical Medicine and Rehabilitation of New York 
University-Bellevue Medical Center June 20 to July 
15, 1955. 

The deadline for receipt of applications for these 
fellowships is March 15. Fellowships will cover tuition 
and a moderate amount of other expenses. They will 
be awarded to qualified counselors, guidance teachers, 
employment interviewers, placement personnel, and 
other professional persons working with the handi- 
capped. 


TENTATIVE PROGRAM, SCIENTIFIC SESSION 
ANNUAL MEETING OF THE 
SOUTH CAROLINA MEDICAL ASSOCIATION 
May 10th, 11th and 12th, 1955 
Tuesday, May 10, 1955: 
Dedication of Medical College Hospital. 
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Tour of the Medical College Hospital. 
Wednesday, May 11, 1955: 

Movies for those doctors not attending House of 

Delegates Meeting. 

Panel: “Carcinoma of the Lung” 

Moderator: Forde A. McIver, M. D., Madison, Wis- 
consin. 

Internist:George W. Wright, M. D., Cleveland, Ohio. 

Surgeon: Richard H. Overholt, M. D., Brookline 
Massachusetts. 

Radiologist: Merrill C. Sosman, M. D., Boston, Mas- 
sachusetts. 

Pathologist: H. R. Pratt-Thomas, M. D., Charleston, 
South Carolina. 

“The Destroyed Pulmonary Segment” 

Richard H. Overholt, M. D., Brookline, Massachusetts. 

“Pectus Excavatum” 

Mark M. Ravitch, M. D., New York, New York. 

Paper by 

Robert T. Parker, M. D., Baltimore, Maryland. 


Thursday, May 12, 1955: 

The President's Address. 

“Post-Partum Hemorrhage” 

Allan C. Barnes, M. D., Cleveland, Ohio. 

“Cushing’s Disease” 

Merrill C. Sosman, M. D., Boston, Massachusetts. 

Panel: “Intestinal Obstruction in Infancy” 

Moderator: Richard B. Josey, M. D., Columbia, South 
Carolina. 

Pediatrician: Howell Wright, M. D., Chicago, Illinois. 

Surgeon: Mark M. Ravitch, M. D., New York, New 
York. 

Radiologist: Merrill C. Sosman, M. D., Boston, Mas- 
sachusetts. 

“Hospital Accreditation” 

Kenneth B. Babcock, M. D., Chicago, Illinois. 

“Asthma in Children” 

Howell Wright, M. D., Chicago, Illinois. 

Panel: “Uses and Abuses of Antibiotics” 

Moderator: R. P. Walton, M. D., Charleston, South 
Carolina. 

Internist: Robert T. Parker, Baltimore, Maryland. 

Surgeon: William R. Sandusky, M. D., Charlottesville, 
Virginia. 

Pediatrician: Alexander Schaffer, M. D., Baltimore, 
Maryland. 

Clinico-Pathologic Conference. 

Moderator: Edward F. Parker, M. D., Charleston, 
South Carolina. 

Internist: George W. Wright, M. D., Cleveland, Ohio. 

Radiologist: Merrill C. Sosman, M. D., Boston, Mas- 
sachusetts. 

Surgeon: Richard H. Overholt, M. D., Brookline, Mas- 
sachusetts. 

Pathologist: H. R. Pratt-Thomas, M. D., Charleston, 
South Carolina. 


The Tenth National Conference on Rural Health, 
sponsored by the A. M. A., will be held in Milwaukee 
on February 24-26. 


SOUTHEASTERN ALLERGY ASSOCIATION 
MEETS IN ORLANDO, FLA. 
Orange Court Hotel — March 25-26, 1955 
Theme 
“Allergy and Its Relation to Industrial Medicine” 
Prominent Speakers — Interesting Papers 
Entertainment For All! 
Make Plans NOW To Attend!! 
Anyone having a paper they wish to present, write 
Dr. Ben Miller, 1433 Gregg St., Columbia, S. C. at 
once—no time to delay!!! 


THE AMERICAN COLLEGE OF SURGEONS 
Sectional Meeting in Nashville, Tennessee, April 4-6 

Scientific reports, symposia, hospital clinics, panel 
discussions and films on current surgical problems will 
be presented by eminent surgeon-teachers at the 
three-day Sectional Meeting of the American College 
of Surgeons in Nashville, Tennessee, April 4 through 
6. All medical representatives are invited to attend. 
Dr. James A. Kirtley, Jr., Nashville, is Chairman of 
the Local Committee on Arrangements. Headquarters 
for this meeting will be the War Memorial Audi- 
torium. 

Subjects to be covered include an extensive sympo- 
ium on Management of Auto Accident Victims, with 
discussions by representatives of all specialties likely 
to be involved in such cases, panel discussions on 
Bile Duct Injuries and Peptic Ulcers, Cardiovascular 
Surgery, and a Symposium on Cancer. 

Information about this or other Sectional Meetings 
may be obtained from Dr. H. Prather Saunders, Asso- 
ciate Director, American College of Surgeons, 40 East 
Erie Street, Chicago 11, Illinois. 


8TH ANNUAL POSTGRADUATE COURSE 
ON DISEASES OF THE CHEST 
Bellevue-Stratford Hotel 
Philadelphia 
March 7-11, 1955 


21ST ANNUAL MEETING 
AMERICAN COLLEGE OF CHEST 
PHYSICIANS 
Ambassador Hotel 
Atlantic City, New Jersey 
June 2-5, 1955 


CORRESPONDENCE 


Dear Dr. Waring: 

I am sending you a copy of the recommendations 
of the Infectious Disease Committee of the State and 
Territorial Health Officers, with respect to the use of 
Gamma Globulin in polio prophylaxis in 1955. As you 
know, the Defense Department discontinued super- 
vision of distribution on October Ist and the U. S. Pub- 
lic Health Service continued through 1954. I had a let- 
ter from the Public Health Service indicating that they 
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did not plan to distribute G. G. for polio prophylaxis. 
They have indicated that the American Red Cross will 
continue to provide the product for measles and hepa- 
titis prophylaxis. This will be similar to the distribu- 
tion prior to the polio prophylaxis fiasco. 
Included also is the recommendation regarding the 

use in 1955 of the Salk Vaccine, if it is used. 

Yours very truly, 

G. E. McDaniel, M. D. 

Director 

Division of Disease Control 


State Board of Health 


RECOMMENDATIONS AND RESOLUTIONS 
OF THE ANNUAL MEETING OF THE 
STATE AND TERRITORIAL HEALTH 

OFFICERS 
DECEMBER 6-10, 1954 

Distribution of Gamma Globulin (Polio Prophylaxis ) 

That in view of the impracticality of selecting 
candidates for inoculation with gamma globulin at the 
right time and to the right contacts this substance be 
decontrolled and that State health departments be re- 
lieved of the responsibility of further distribution for 
poliomyelitis prophylaxis. 
National Conference of State Epidemiologists 

That in view of the meeting of State epidemiologists 

scheduled for May 1955 the following items be 
referred to that group for study and report at the 
1955 meeting of the Association: 

a. Acceptable procedures for the release of typhoid 
carriers. 

b. Manual on standard procedure for investigation 
of milk-borne and food-borne disease outbreaks. 
(Proposed by International Association of Milk 


and Food Sanitation. ) 

-. Uniformity of reporting of infectious encephali- 

tis. 
Salk Vaccine 

In the event that the Salk vaccine is licensed and 
released for the prophylaxis of paralytic poliomyelitis: 

That the States and Territories undertake the ad- 
ministration of the vaccine available from the National 
Foundation for Infantile Paralysis to: 

a. Study groups in the 1954 field trials who did not 

receive vaccine. 

b. School children in the first grade. 

c. School children in the second grade. The Na- 
tional Foundation for Infantile Paralysis should 
be requested to substitute this group for the 
proposed group of pregnant women who may 
obtain it privately, since the actual attack rate 
among second grade children is much higher than 

pregnant and more paralytic 
poliomyelitis will be prevented. Furthermore the 
practical application of vaccine to school children 
is much more feasible than the individual inocu- 
lation of pregnant women. 

That the States have their plans made in advance 
of the release of the information as to the effectiveness 
of the vaccine so that prompt use may be expedited. 

That States desiring assistance request the National 
Foundation for Infantile Paralysis to prepare educa- 
tion material such as pamphlets, mats, radio and 
T. V. films. 

That States investigate the relationship of individual 
cases of poliomyelitis to prior vaccination with Salk 
vaccine since nationwide evaluation studies do not 
seem possible, feasible, nor likely in the 1955 vaccine 
program. 


among women 


PRESIDENT’S NOTES 


When one reviews the available material on certain so-called drugless cults, 
including their institutions of learning, one wonders how the State of South 
Carolina ever licensed these people to practice minor surgery, gynecology, and 
obstetrics on its citizens and to sign birth and death certificates and report 
communicable diseases. Our profession has the duty and the responsibility to 
keep our law-makers and officers informed on such matters in order that the 
citizenry might be protected from cultism and charlatanry. 


The plans for the State Association’s meeting in Charleston May 10, 11, and 
12 are shaping up well and the scientific program committee has done an excellent 
job. We trust that each of you is making plans to attend this year. 


Sincerely, 


Tom Gaines 
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NEWS 


Dr. Henry Ross was named president-elect for 1956 
of the Greenville County Medical Society at its annual 
business meeting. 

He will succeed Dr. Perry T. Bates, who became 
1955 president to succeed Dr. A. M. Scarborough, 
retiring president. 

Dr. J. I Converse was elected vice president to 
succeed Dr. Horace Whitworth. Dr. W. H. Powe, Jr. 
was re-elected secretary and Dr. A. Heide Davis was 
clected treasurer to succeed Dr. William W. Goodlett, 
who has been recalled to military service. 

Dr. J. K. Webb is editor and Dr. J. Robert Thoma- 
son is co-editor of the society’s bulletin. C. E. Car- 
penter is business manager. 


The Coastal Medical Society held its December 
meeting in Summerville. 

Speaker of the evening was Sam Matthews, regional 
phychiatrist, Southeastern District Veteran’s Ad- 
ministration of the Columbia office. He spoke on 
causes and trends of personal reactions today. 

The usual business session was held. Dr. H. M. 
Carter, of Walterboro, presided at the meeting. 


Dr. G. Preston Edwards will be president of the 
Cherokee County Medical Society next year, succeed- 
ing Dr. T. A. Campbell, Sr., of Blacksburg. 

Other officers of the society for 1955 will be Dr. 
Campbell, who automatically becomes vice president, 
and Dr. Jay Hammett, who was elected secretary and 
treasurer. 


Dr. Charles Propst of Sumter has been named a 
diplomate of the American Board of Pediatrics. 


The Columbia Medical Society has a new set of 
officers, elected at its annual meeting. 

Dr. Frank C. Owens was named president for the 
coming year, and the other officers are Dr. Weston C. 
Cook, vice president; Dr. Harold E. Jervey, Jr., secre- 
tary; and Dr. Charles F. Crews, treasurer. 


Dr. Euta M. Colvin has been elected president for 
1955 of the Spartanburg County Medical Society. 


Dr. John G. Buchanan, Winnsboro physician and a 
1922 University of South Carolina graduate, is a new 
member of the university board of trustees. 


The recently enlarged and renovated building for 
tuberculous patients at the Columbia Division, South 
Carolina State Hospital, heretofore designated by 
number, has been named for Eugene Leroy Horger, 
M. D., clinical director for many years, according to 
an announcement by Dr. William S. Hall, super- 
intendent. 


The name of this building constructed in the last 
few years is most appropriate as Dr. Horger was one 
of the pioneers in the South in the promotion of hos- 
pital care for the mentally ill. He was keenly inter- 
ested in every phase of medicine and psychiatry; and 
in this building, with a capacity of 140, intensive 
efforts are made toward improvement and recovery 
physically and mentally. 

Dr. Sam Moyle of Walhalla was elected president 
of the Oconee County Medical Society. He succeeds 
Dr. Harry Mays of Fair Play, who presided. 

Dr. Francis Adams of Seneca was elected vice- 
president and Dr. R. K. Simmons of Seneca was named 
secretary. 

Dr. A. E. Adams has been elected president of the 
staff at Self Memorial Hospital. Dr. H. B. Morgan is 
vice president and Dr. W. A. Klauber is secretary- 
treasurer. 

The executive committee consists of the three 


officers and Dr. J. D. Harrison and Dr. L. G. Jenkins. 


Dr. Julian P. Price has been appointed on a six-man 
editorial board for Today’s Health, the official publica- 
tion of the American Medical Association for popular 
consumption. This magazine has a circulation of 
350,000 and serves a very useful purpose of spreading 
authentic medical information for the general public. 


The Society for the Relief of: the Families of 
Deceased and Disabled Indigent Members of the 
Medical Profession of the State of South Carolina held 
its annual meeting on January 12, 1955 at the Francis 
Marion Hotel, Charleston. Officers elected were, Dr. 
G. McF. Mood, president, Dr. W. A. Smith, vice presi- 
dent, Dr. J. I. Waring, secretary, and Dr. A. J. Buist, 
treasurer. An address on Atomic Medicine was given 
by Admiral C. F. Behrens. 


Dr. Sam Morrow of Inman received the cup 
awarded him as Spartanburg County's Doctor of the 
Year Friday night at the annual banquet of the County 
Medical Society. Dr. C. H. Poole made the presenta- 


tion. 


New officers of Spartanburg County Medical Society 
were named at the annual banquet. Dr. E. M. Colvin, 
president, Dr. M. H. Allen, vice president, Dr. Harold 
Moody, secretary and Dr. Paul Holcombe, treasurer 


The 1955 officers of the South Carolina Trudeau 
Society. Dr. Hiram Morgan of Ware Shoals, president, 
Dr. J. Gordon Seastrunk of Columbia, vice president, 
and Dr. John E. Holler of Columbia, secretary-treas- 
urer. 


Dr. Henry Jordan was elected president of the 
Anderson County Medical Society to succeed Dr. 
W. C. Bolt in that position and to serve during the 
new year. 
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Dr. Richard Edmondson was chosen as vice-presi- 
dent, and Dr. James Halford and Dr. Henry Hearne 
were re-elected secretary and treasurer, respectively. 

The speaker for the night was Dr. Thomas R. 
Gaines, who is president of the S. C. Medical Associa- 
tion. He discussed various phases of the work of the 
state association and told of the American Medical 
Association meeting which he attended in Miami this 
month and of trips which he has made over the state 
representing the S. C. Medical Association. 


HOSPITALS 

In Camden the Kershaw County Hospital board has 
advertised for bids on $1,250,000 in bonds for the 
construction of a new 80 to 104 bed hospital near 
Camden. 

Bids were opened tor the construction of a $369,400 
addition to the McLeod Infirmary at Florence. 

Construction of the Fairfield County Memorial Hos- 
pital has been completed and the hospital received 
its first patients in January. 

The hospital staff will spend the next four to six 
weeks training nurses aids, completing the installation 
of $38,000 worth of equipment and sterilizing. 

Ground was broken for the new hospital located on 
the Winnsboro By-pass, during the summer of 1953. 
It was designed by Lafaye. 


DEATHS 


DR. D. F. ADCOCK 
Dr. D. F. Adcock of Columbia died January 3, 1955. 
He was born in Creedmore, N. C., and was a graduate 
of Wake Forest and the Medical College of Virginia. 
Following internship, he became resident physician 
at the South Carolina Baptist Hospital. He entered 
private practice in 1930. 


DR. FRANK kK. RHODES 

Dr. Frank K. Rhodes of Florence died December 
19, 1954. 

Dr. Rhodes was the first Florence County graduate 
of Clemson College, class of 1903. After his graduation 
he served for a while as draftsman for the ACL Rail- 
road shop. In 1911 he was graduated from the Medi- 
cal College of South Carolina. 

Since that time he maintained a practice until his 
retirement five years ago. He served as county physi- 
cian and county health officer of Florence for a num- 
ber of years. Recently he received a certificate of 
merit from Pee Dee Medical Assn. for having prac- 
ticed medicine for 40 years in Florence. He was a 
member of American Medical Assn.; S$. C. Medical 
Assn.; Pee Dee Medical Assn. and Florence Medical 
Assn. 


DR. JAMES BOYCE ELLIOTT 
Dr. James Boyce Elliott, 75, physician at Fort Mill 
for 50 vears, died of a heart ailment December 13, 
1954. 


He was a native of Mecklenburg County, N. C., and 
a graduate of Erskine College and the University of 
Maryland Medical School. 


BLUE CROSS — BLUE SHIELD 
REPORT TO COUNCIL 
SOUTH CAROLINA MEDICAL 
ASSOCIATION 
MAY 10, 1954 
Mr. Chairman: 

The South Carolina Medical Care Plan, our 
Blue Shield Plan, which had its conception 
in this body seven years ago and which began 
operations just four years ago, is succeeding 
in accomplishing what the Council, in_ its 
wisdom, saw as an opportunity for service. 
Its success to date has cost sacrifices not only 
of members of the pre-organizational com- 
mittees and of the members of the Board, but 
also, perhaps, of those members of the profes- 
sion who practice in areas where Blue Shield 
subscribers are relatively few and where laws 
of averages have not operated to level off fees 
from service benefits as has been true in those 
areas where much of one’s practice is for Blue 
Shield subscribers. In spite of that fact, there 
has been little grumbling, and it is my opinion 
that Blue Shield is generally accepted and ap- 
preciated by the profession of the state. 

As of February 28, 1954, there were in our 
files the name of 1150 Participating Physi- 
cians. On that date, there were 119.403 em- 
ployed and devendent subscribers. In 1953, 
we paid to Physicians slightly more than 
$1,000,000, at a monthly average rate of 831. 
thousand dollars. About one-seventh of this 
amount was paid to non-particinating physi- 
cians, and of that amount, most of it was paid 
to doctors in Augusta, where many of our 
bomb plant subscribers go for hospitalization. 
and to specialists at Duke. Non-participating 
doctors receive the same treatment from us as 
do particinating physicians, except for One im- 
portant difference, namely, subscribers treated 
by South Carolina doctors who do not partici- 
nate are sent our fee allowance instead of its 
being sent to the doctor. In cases treated bv 
out-of-the State doctors who. under our 
enabling act, are not eligible to become parti- 
cipating physicians, the fee allowance is sent 
to the doctor. Interestinely enough, one 
prominent doctor in South Carolina, who has 
consistently declined to sign a Participating 
Physician’s agreement, wrote asking if we 
would not remit directly to him, since he 
found it freauently difficult to collect from the 
natient. This is related primarily to indicate 
that Blue Shield does aid in the collection of 
doctor’s fees and so serves in that wav to com- 
nensate in some measure for the low fees 
which we pay. 
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Our working capital when we began busi- 
ness four years ago, consisted of $10,000, lent 
us by the State Association. That loan was re- 
paid last year. Our reserves and surplus on 
March 1 stood at a little over $315,000. That 
amount would carry us for just about three 
months, if all income were suddenly cut off. 
We are slowly increasing those reserves. 


Our operating expenses in 1953 required 
14.6 per cent of income. In the beginning of 
our operating experience, our contract with 
Blue Cross made that beginning with so little 
working capital possible. We owe a tremen- 
dous debt of gratitude to the South Carolina 
Hospital Service Plan. For some months, we 
have been repaying it in some measure. Blue 
Cross has been in financial difficulties. We are 
paying a little more than our share of the cost 
of the combined operations of the two plans. 
We and they hope that this will not have to 
continue much longer. When corrected, our 
operating expense percentagewise probably 
will drop somewhat. However, our rate of en- 
rollment increase has slowed greatly. There 
will not be a fall in operating expense parallel 
with a decrease in enrollment. 


Forty per cent of the money paid for physi- 
cians’ claims went to three counties, in the 
following order: Charleston, $104,000; Rich- 
land, $97,000; Orangeburg, $90,000; and 83 
per cent of money paid physicians went to 
doctors in 15 counties. 


On January 1, 1954 a new fee schedule, 
along with an operating manual, became 
effective. You have each received a copy of 
this. I hope that you have had an opportunity 
to examine it and that you like it. Since it was 
published, some changes and many additions 
have been made to it. There have been no 
changes in income limits for service benefits 
and the maximum fee for a single surgical op- 
eration remains at $150.00. There has been no 
increase in subscription rates for the basic 
surgical-obstetrical agreement. However, cer- 
tain medical and anesthesia benefits on a cash 
indemnity basis have been included in a new 
medical-surgical contract. An additional 
charge of fifty cents per family per month was 
made to cover the new medical benefits. The 
new contract has proven so popular that we 
no longer offer the old surgical-obstetrical 
contract to new subscribers. 


We have admittedly been operating illegally 
in so far as changes in our manual of proced- 
ures and our fee schedule is concerned. Our 
By-laws provide in Article IV, Section 3 that 
any changes relating to the determination of 
income groups eligible to become subscribers 
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and changes in the fee schedule shall, after 
approval by the Board, be submitted to the 
Council of the South Carolina Medical Asso- 
ciation. We have never complied with this re- 
quirement. To have done so would have been 
a tremendously slowing handicap and would 
have necessitated many special meetings of 
Council. | am going to ask you to legalize our 
action by proposing the following motion: 


Resolved that the Council of the South 
Carolina Medical Association, in meeting as- 
sembled on May 10, 1954, approve all actions 
and regulations pertaining to the eligibility of 
groups to become subscribers to the South 
Carolina Medical Care Plan and those pertain- 
ing to the method of processing physicians’ 
claims and the schedule of physicians’ allow- 
ances, which have been put in effect by the 
Board of Directors of the South Carolina 
Medical Care Plan. 


| wish further to propose that the Council 
approve an amendment to the By-laws which 
will be presented to the corporation (i.e. the 
House of Delegates) Wednesday, which 
would change the requirement referred to 
above so that the latter part of Article IV, 
Section 3 will read: 


“All rules and regulations relating to the de- 
termination of income groups eligible to be- 
come subscribers and all changes in the sched- 
ule of allowances to physicians, including 
their interpretation and regulatory provisions. 
shall be subject to review at all times by the 
Council of the South Carolina Medical Asso- 
ciation in an advisory capacity.” 


Our present fee schedule with its regulatory 
provisions offers as much or more to our sub- 
scribers, and through them to our doctors, as 
any plan which I have studied. Our physicians 
generally seem to be satisfied with it. The 
chief difficulties of a general nature that we 
have had have been caused by lack of under- 
standing of provisions of our agreements, fail- 
ure to realize that all of our contracts are not 
the same, and a misunderstanding of the cause 
for and the interpretation of waiting periods. 
We have had little trouble with deliberate 
misrepresentation and fraudulent claims. We 
have not been sued at law, there have been 
few resignations of participating physicians. 
and few lapses of membership because of 
anger or disappointment. 


The terms of five members of the Board ex- 
pire with this meeting. I recommend that they 
be nominated to succeed themselves. 


]. Decherd Guess, President 
Board of Directors 
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OPERATING STATEMENT 


Month of March 1954 
Current Month 


$98,311.56 
36.39 


$98,347.95 


$75,308.85 
10,890.50 


$86,199.35 


INCOME 


Earned Income 
Other Income 


Total 
PHYSICIANS CLAIMS PAID 
Participating Physicians 
Non-Partic. Physicians 


Total 

OPERATING EXPENSES 
Gen. Op. Exp. Pd to BC 
Travel 
Boards, Bureaus & Assns. 
Printing 
Office Supplies 
Books & Periodicals 
Postage & Express 
Collection & Exchange 
Publicity 
Employee Relations 
Unclassified Expenses 
Taxes, Licenses & Fees 


$12,288.94 
91.0 


Total $12,665.49 12.9% 
NET INCOME 
Added to Res. for Conting. 


$ 1,996.23 
Unallocated Surplus 


(—2,483.12) 
$ (516.89) 


20% 3 
(2.5% ) 


Total (0.5% ) 


$ 44,329.61 


6,170.09 
9,189.66 


$ 15,359.75 


Year to Date 


$308,504.69 
682.22 


$309,186.91 


$217,190.00 
32,307.55 


$249,497.55 
$ 38,563.08 
194.32 


14.3% 


2.0% 
3.0% 


5.0% 
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BALANCE SHEET 
As Of March 31, 1954 
ASSETS 

$153,287.08 


CASH IN BANKS 
Deposits Not on Interest 
ACCOUNTS RECEIVABLE 
Subscriber Dues 
Blue Cross Plan 


INVESTMENTS 
Shares in S&L Assns. 


ACCRUED INTEREST RECEIVABLE 
TOTAL ASSETS 


$ 13,864.21 
226,552.15 


$ 25,000.00 
187.50 


$153,287.08 


240,416.36 


25,000.00 


187.50 


LIABILITIES, RESERVES AND CAPITAL 


CLAIMS PAYABLE 


ACCOUNTS PAYABLE 
Blue Cross Plan 


DEFERRED INCOME 
Unearned Premiums 


RESERVES 
Reserve for Contingencies 


SURPLUS 
Unallocated 


$240,000.00 
$ 38,563.08 
$ 65,529.69 
$ 41,782.03 


$ 33,016.14 
TOTAL LIABILITIES, RESERVES AND CAPITAL 
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$240,000.00 


38,563.08 


65,529.69 


41,782.03 


33,016.14 


Monthly Av. 


$102,834.90 
227.40 


$103,062.30 


$ 72,396.67 
10,769.18 


$ 83,165.85 


$ 12,854.36 
64.77 


$ 14,776.53 


$ 2,056.70 
3,063.22 


$ 5,119.92 


$418,890.94 


$418,890.94 


96.10 288.37 96.12 
3,527.71 1,175.90 
; 18.91 40.03 13.35 
114.75 38.25 
501.06 167.03 
03 
24.09 462.59 154.20 
141.45 432.60 144.20 
200.00 66.67 
5.00 5.00 1.67 
— 
= 
| 
— 
— 
— 
| 
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PRESIDENT’S REPORT 


SOUTH CAROLINA MEDICAL 
CARE PLAN 


1954 


Blue Cross—Blue Shield are altruistic. This 
statement applies to the corporations, the 
directing boards, the participating physicians 
and the subscribing members. But they are 
not charities, and they do not dispense char- 
ity. Because they do not, they have to be 
financially self-supporting. Since they are not 
for profit, there is no place or concern in the 
various plans for dividends to stockholders. 
However, they must be kept liquid at all 
times, else they fail. Since the premium re- 
ceipts must provide funds adequate to pay 
contractual benefits and administrative ex- 
penses, together with the building up of con- 
servative reserves to meet unusual and un- 
expected demands, administrators of plans 
have to have a constant awareness of actuarial 
experience. That is, there must be a financially 
sound relationship between premium income 
on the one hand and the cost of contractual 
benefits and their utilization on the other. This 
relationship is complex, and failure to keep it 
in balance may yield results within a short 
period of time which are, to one not familiar 
with actuarial principles, truly startling. 


Dr. George Dean Johnson of our board dis- 
cussed this briefly in a recent editorial in 
The Journal, and Mr. Howland has referred 
to it in his report. 


Both Blue Cross and Blue Shield in South 
Carolina have had utilization experience, con- 
siderably higher than the national average 
and nearly or quite as high as any other plan, 
and one which seems to be increasing. By 
utilization is meant the number of patients re- 
ceiving treatment in a given period of time 
per 1000 subscribers. The fact that our utiliza- 
tion is high and that it is increasing upsets 
actuarial formulae upon which membership 
fees are based and which determine the na- 
ture and extent of benefits. Excessive utiliza- 
tion necessitates either increased costs to sub- 
scribers or decreased benefits. These are seri- 
ous alternatives. Not only do we wish to avoid 
pricing ourselves out of the market, so causing 
ultimate failure, but we wish to keep costs low 
enough that all, except the truly indigent, may, 
if they wish, join in and benefit from this great 
cooperative movement of low cost, prepaid, 
not for profit, group provision for meetin 
those costs of illness which otherwise would 
be burdensome or even disastrous. In that 
connection, let me say that there is no effort 
made by Blue Shield to pay all medical costs 


of the subscribers. There are certain costs of 
medical treatment that are non-insurable. By 
that | mean that the cost of covering them 
would be actually higher than the price 
charged by the doctor or the hospital, and this 
cost would have to be added to membership 
dues. Other medical services (routine healin 
examinations or studies and _ prophylactic 
inoculations are outstanding examples) carry 
little or no element of risk of loss to the sub- 
scriber. If they were covered, utilization would 
so nearly approximate 100 per cent, that the 
fee charged by the doctor, on a fee for service 
basis, pius administrative costs would have to 
be added to membership dues. We feel it 
wiser that subscribers use their individual 
judgments and pleasure in seeking these 
elective services and that they pay the doctors 
for the services received. 

Insurance protects against contingent loss. 
By that is meant possible loss or risk of loss. 
Insurance is no longer insurance if it seeks to 
protect against certain or sure to happen loss. 
There must exist a risk of loss and not a cer- 
tainty. We have to be constantly on guard 
against accepting subscribers who know al- 
ready that they will need or probably will 
need some specific medical service. We guard 
against such sure or almost certain losses in 
several ways. The most important is inherent 
in the group principle. If we were to restrict 
our membership to large, already existing 
groups, the risk of accepting subscribers who 
have know conditions needing medical care 
would be spread so thinly that actuarial bal- 
ances welll not be disastrously upset. But to 
so limit our membership would deny many 
people the benefits which we offer. Actually, 
we accept not only small groups but individ- 
uals as well. Our greatest risk is in accepting 
individual subscribers. We seek to protect the 
plan when individual subscribers are accepted 
by requiring first a very simple health state- 
ment to the effect that the subscriber and his 
dependents have no reason to suspect that 
they are already in need of surgical or medical 
care, and secondly by fixing specific and in- 
frequent periods when applications will be re- 
ceived. We enforce still another safeguard 
when we accept individuals and small grouns. 
Our subscription agreement provides for cer- 
tain waiting periods. These waiting periods 
deny coverage for a period of one year for 
conditions which exist on the effective date of 
the agreement. A waiting period of 10 months 
is required for maternity delivery care. One of 
6 months is required for tonsillectomies, 
herniorrhaphies and hemorrhoidectomies, etc. 
These waiting periods are solely protective 
measures, shown by sad exnerience to be 
necessary. Without them, subscription rates 
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would have to be much higher than they are. 
The entorcement of a waiting period of one 
year tor pre-existing conditions is most diffi- 
cult. Each claim tor services for a suspected 
pre-existing condition demands investigation. 
it is not necessary that the patient has had a 
medical examination with a medical diagnosis 
to establish such a condition. He may have 
experienced unpleasant or alarming symptoms: 
blood-streaked stools, bearing down backache, 
abdominal pains, indigestion. Maybe in his 
thinking, he has hemorrhoids when he has a 
bowel cancer, or female trouble when she has 
chronic cervicitis, or chronic appendicitis 
when he has gall stones, or simple indigestion 
when he has a peptic ulcer. Even though the 
diagnosis be incorrect or general rather than 
specific, it still was pre-existing. A worsening 
or a complication it a pre-existing condition 
does not eliminate the waiting period. 

In our investigation of these cases, we look 
at the surgeon's report, we write the doctor, 
we get a transcript of the history of present 
and past illness. This is not spying. It is to 
learn facts upon which to base a decision. 
However, we get various reactions. As you 
might guess, the recorded history is frequently 
so sketchy as to be of little value, the doctor 
in his surgeon’s report often gives the date of 
his examination as the date upon which the 
patient first learned of his condition. When 
written to directly, his reply is all too fre- 
quently palpably evasive. Not infrequently, 
we are told that the patient really needs 
assistance, and we are asked to rule leniently 
with him. Gentlemen, let me stress that Blue 
Cross—Blue Shield are not organized to dis- 
pense charity. We, the members of the boards 
and the people in the administrative offices, 
are trustees of the funds which belong col- 
lectively to the members of the plans. When 
we give to one who, under the subscription 
agreement, is not entitled to it. we take from 
all other members of the plans. We lean over 
backwards to meet every contractual obliga- 
tion, but we resist charitable appeals, attempts 
at fraud, and payment in lieu of investigation 
of the facts. We beg each of you to give us 
your sincere and full cooperation in this pro- 
tective measure. How you can help has al- 
ready been intimated. But there is another 
equally important way that you can help both 
your patient and your plan. Be familiar with 
the provisions of the patient’s subscription 
agreement. Explain them to him. It is sur- 
prising how frequently an elective operation 
is done only a few months before the expira- 
tion of the waiting period. It is more surprising 
how frequently an elective operation is done 
very shortly after the subscription agreement 
becomes effective—and once these operations 


are done, it is only natural that the doctor is 
inclined to protect his patient and in protect- 
ing him, to protect himself. (You will find 
specimen copies of the subscription agree- 
ments at our booth. There are a number of 
changes in the 1954 contracts that I can’t go 
into now, but there will be someone at the 
booth who can explain them. ) If there is doubt 
as to whether or ont a contemplated elective 
operation is covered, write us and ask if it is. 

There are differences in the coverages pro- 
vided by the agreements. The DuPont em- 
ployees are covered by a special made-to-order 
contract, which differs from our standard 
medical-surgical contract in several important 
items. Similarly, the agreements with some 
smaller groups have waiver clauses affecting 
waiting periods. These differences cannot be 
indicated on the identification cards, and the 
subscription agreement would have to be ex- 
amined to discover them. We have learned to 
examine the policies of commercial companies. 
Why not learn to do the same for Blue Shield 
and Blue Cross agreements? 

There are other limitations, which again are 
protective of the solvency of the plans. 1 can 
only mention some of them. They are stated 
in the subscription agreements. and those ap- 
plicable to Blue Shield are further elaborated 
in the Manual. Medical (non-surgical) ser- 
vice is on a cash indemnity basis. It pays $4.00 
for each day the doctor visits the patient in the 
hospital, after the second hospital day. It is 
limited to 28 days in any contract year: that 
is, 28 days of hospital care for each or any 
member of the family covered. It is better that 
those days not be wasted on unnecessary hos- 
pital stay. Further, the subscription agreement 
specifically states that both a medical fee and 
a surgical fee or a medical fee and a delivery 
service fee will not be paid for any one hos- 
pital admission. Any exception to this is un- 
usual and is non-obligatory. This is not an un- 
due hardship to either doctor or patient, since 
all medical care allowances are cash indemni- 
ties and do not relieve the patient of his re- 
sponsibility of paying any balance of the doc- 
tor’s charges. 

Allowances for anesthesia are being re- 
studied. We are experiencing great difficulty 
in working out a_ system of allowances 
satisfactory to the doctors and fair to the sub- 
scribers. Anesthetic fees have risen so rapidly 
that it is hard to make our allowances seem 
realistic. We added anesthetic coverage in 
Blue Shield as a part of medical (non-surgi- 
cal) coverage and increased our rates fifty 
cents a month to pay for the medical coverage 
of a family. Blue Cross contracts still cover 
anesthesia when the charge for it is included 
in the hospital bill. Perhaps not more than 
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Normal Colon 


Ulcerative Colitis 


METAMUCIL® IN CONSTIPATION 


Atonic Colon 


Smoothage in Correction of Colon Stasis 


To initiate the normal defecation reflex, 
the ““smoothage” and bulk of Metamucil provide 
the needed gentle rectal distention. 


Che the habit of constipation has been estab- 
lished, due to any of a large number of causes, it 
becomes a major problem. Self-medication with 
irritant or chemical laxatives, or repeated enemas, 
usually causes a decreased, sluggish defecation 
reflex and may result in its complete loss. 

Rectal distention is a vital factor in initiating 
the normal defecation reflex, and sufficient bulk 
is thus of obvious importance in restoring this 
reflex. Metamucil provides this bulk in the form 
of a smooth, nonirritating, soft, hydrophilic col- 
loid which gently distends the rectum and initiates 
the desire to evacuate. Metamucil demands ex- 
tra fluid, imparting even greater smoothage to 
the intestinal contents. 

It is indicated in chronic constipation of 
various types—including distal colon stasis of the 


“irritable colon” syndrome, the atonic colon fol- 
lowing abdominal operations, repressions of def- 
ecation after anorectal surgery and in special con- 
ditions such as the management of a permanent 
ileostomy. Metamucil is the highly refined mucil- 
loid of Plantago ovata (50%), a seed of the psyl- 
lium group, combined with dextrose (50%) as a 
dispersing agent. 

The average adult dose is one rounded tea- 
spoonful of Metamucil powder in a glass of cool 
water, milk or fruit juice, followed by an addi- 
tional glass of fluid if indicated. 

Metamucil is supplied in containers of 4, 8 and 
16 ounces. It is accepted by the Council on 
Pharmacy and Chemistry of the American Med- 
ical Association. G. D. Searle & Co., Research 
in the Service of Medicine. 
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half of our contracting hospitals employ 
nurse anesthetists. Blue Cross in South Caro- 
lina should, in my opinion, and no doubt will 
soon drop all reference to anesthetic coverage 
in their agreements and in advertising. 


There are other difficulties. We have in our 
state a small but growing group of well 
trained anesthesiologists. These men charge 
and are worth a higher fee than most others 
giving anesthetics. Then, in one large city, 
nurse anesthetists give anesthetics cn a fee 
for service basis, and the surgeons seem to 
have sponsored and to like that arrangement. 
In another community, a professional anes- 
thesiologist employs a nurse anesthetist to 
assist him with his cases. Finally, in all of our 
general hospitals, some anesthetics are given 
by family doctors, and this is particularly true 
in the smaller community hospitals. We shall 
probably change our anesthetic allowance and 
base it on a lapsed time basis, with a minimum 
and a maximum. The fee will be still a cash 
indemnity until our allowance is more satis- 
factory to the anesthetists. Then we may at- 
tempt to put anesthesia on a service basis to 
low and medium income groups, just as we 
do surgical fees. 


Radiological services have also caused us 
some concern. Blue Cross hospital service 
covers X-ray examinations (1) when such ex- 
aminations are made on patients not admitted 
solely for diagnosis (2) when such examina- 
tions are consistent with the diagnosis of the 
case and (3) when the fee for x-ray examina- 
tion is routinely included in the hospital bill. 
Hospitals employing radiologists are getting 
fewer, and we feel that Blue Shield should 
offer more x-ray coverage. Radiological thei- 
apy is not covered by either Blue Cross or 
Blue Shield. Blue Shield pays up to $15.00 for 
x-ray diagnostic examination in accident 
cases only. Blue Shield is investigating the 
possibilities of adding some coverage for 
radiation therapy. This study takes time. as 
again it involves actuarial possibilities in- 
cluding costs, utilization and possible abuse. 


Our new manual and schedule of allow- 
ances was not off the press before revision be- 
gan. In the six months since the copy was 
ready for the printer, there have been made 
many changes. Most of these are in the sched- 
ule of allowances, however, there have been 
some changes in the manual. These changes 
have not been published. To do so would re- 
quire the printing of a complete new edition. 
which is not only very expensive, but which 
would itself become outdated very rapidly. 
Such an edition will probably become neces- 
sary by the first of the year. The changes in 


the schedule of allowances are, in the main, 
inclusion of additional operative procedures. 
There are some increases in allowances. (A 
corrected copy of the manual is in our booth 
if you care to examine it. ) 


it should be understood that the scheduled 
fees are maximum allowances, except in very 
unusual cases. We rarely allow more than the 
doctor's stated regular fee, but we do try to 
approximate that as nearly as we can. That is 
the reason we request that you state your 
usual fee in your report. If we feel that your 
stated fee is excessive, it warrants no special 
consideration; if it is lower than our scheduled 
allowance, we bow in gratitude to an honest 
man; and where it appears to be a reasonable 
fee and yet is appreciably greater than our 
allowance, we not only carefully study the 
particular case reported, but we study also the 
allowance in relation to other allowances. 
When the reporting doctor does not state his 
usual fee, particularly in an unusual kind of 
case, we frequently are at a loss to set an 
allowance—and we wonder whether the doc- 
tor hopes that we will send him more than he 
would have charged or if he is just good 
natured and willing to accept without com- 
plaint whatever we send. 


1 regret that our experience with small. 
ever shifting rural groups did not work out 
satisfactorily and that they had to be dis- 
continued. Many subscribers in them continue 
under direct billing. I hope that sometime we 
can experiment with composite town or citv 
groups, but that cannot be soon. Our rate of 
growth has slowed up, our lapses are too great. 
Our high utilization is going to continue until 
our membership is more stable. In Blue Shield. 
the percentage of our premium income paid 
out in physicians’ claims is already at the 
upper limit of safety. It is quite possible that 
we shall be faced with either an increase in 
rates or a decrease in our non-contractual 
allowances. Our schedule of allowances, even 
with its maximum fee of $150 for any single 
operation. is more liberal than many _ plans 
with a higher maximum. Your wise and heartv 
cooperation will aid greatly in preventing 
either. 


STATISTICAL SUMMARY 
January 1—December 31, 1953 


No. subscribers and dependents, 


January 1, 1953 101.001 

No. subscribers and dependents, 
December 31, 1953 120,956 
Net gain 19.955 
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HIGHLAND HOSPITAL, INC. 


FOUNDED IN 1904 
ASHEVILLE, NORTH CAROLINA 


Affiliated with Duke University. 


A non-profit psychiatric institution, 
offering modern diagnostic and treatment 
procedures — insulin, electroshock, psy- 
chotherapy, occupational and recreational 
therapy — for nervous and mental dis- 
orders. 


The Hospital is located in a 75 acre 
ark, amid the scenic beauties of the 
moky Mountain Range of Western 
North Carolina, affording exceptional op- 
for physical and nervous re- 
abilitation. 


The OUT-PATIENT CLINIC offers 
diagnostic services and therapeutic treat- 
ment for selected cases desiring non- 
resident care. 


R. Charman Carroll, M.D., Diplomate 
in Psychiatry. — Medical Director. 


Robt. L. Craig, M. D., Diplomate in 
Neurology & Psychiatry, Associate Medi- 
cal Director. 


1919 WINCHESTER 1955 


CONFIDENCE 


We value above all else the confidence of our customers and 


friends. 
We want your confidence and patronage too. 


If we can't have both together, make us earn your confidence 
first and we'll take our chances on the patronage. 


CAROLINAS. HOUSE oF SERVICE 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co 
East 7th St. Tel 2-4109 Charlotte NC 421 W Smith St Tel 5656 Greensboro NC 
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Earned and other income, 1953 
Operating expenses, 1953 

( This is 14.6% of the year’s income ) 
Paid to physicians, plus reserves for 
allowances earned but not paid and 
estimated services not reported $1,001,630.55 

(This is 95.5% of earned income. ) 

Our total assets on December 31, 1953 
Our total liabilities, December 31, 1953 


1,048,487.87 
158,872.25 


$385,953.53 
326,962.20 


Our total reserves, December 31, 1953 


$ 58,991.33 


Thus, in less than 4 years of operation, your 
Blue Shield Plan has moved from a corpora- 
tion with no assets and a debt of $10,000, to 
one with an annual income of over $1,000,000 
and with reserves of almost $60,000. More 
than $60,000 (83,469) is paid to physicians 
every month. However, it should be noted 
that we carry as a liability $240,000 which is 
set aside to pay physicians for services already 
rendered but not yet reported or reported but 
not yet processed. So in effct our reserves are 
actually close to $300,000. About 80% of this, 
or $240,000, would be available for physicians’ 
claims. That amount would pay the claims 
actually processed in a three months’ period. 
Thus, we would be within 3 months of in- 
solvency if our income were suddenly cut off. 
Hence it is, that we have to scrutinize claims 
carefully and increase subscribers’ benefits 
with caution. We have to operate as if we 
were going to be solvent a long time. We are 
building for permanency and _ continued 
financial solvency. 


]. Decherd Guess 


President of Board of Directors and 
Medical Director 


ESTES SURGICAL 


SUPPLY COMPANY 


Phone WAlnut 1700-1791 


56 Auburn Avenue 


ATLANTA, GA. 


condition 
Centrifuge, fair condition 


too numerous to mention. 


FOR SALE 
Westinghouse Fluoroscope, eood condition 
Shampaigne Delivery Bed, good condition 
Spencer Microscope, good condition with dark field, Sphero-Lux Lamp 
Metal Desk with one straight and one swivel metal chairs, very good 


Also hemocytometer, hemoglobinometer and other laboratory supplies 


For further information and sales contact 
T. R. HATFIELD, M. D. 
503 WATFORD AVENUE 
GREENWOOD, §. C., or phone 97726 


$400.00 
$100.00 
$125.00 


$100.00 
$ 10.00 
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